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There is the desire amongst elderly Canadians to remain living at home, maintaining their 
independence. As the population ages, the health care system is faced with the challenge of 
allocating limited resources. Home care in Ontario is provided through Community Care Access 
Centres (CCAC) or Community Support Agencies (CSA). This study made comparisons among 
CSA clients (using the interRAI-Community Health Assessment,  n=796), a sub-population of 
CCAC clients with lighter-care needs (n=8163) and all other CCAC clients (n=31,078), both using 
the Minimum Data Set-Home Care (MDS HC). The majority of clients in all groups were female, 
widowed, and spoke English as their primary language. CCAC clients had more health conditions 
than did CSA clients. Light-care CCAC clients received less hours of formal support than other 
CCAC clients and were less likely to have informal support caregivers who reported caregiver 
burden. Between 1998 and 2005, Ontario provided services to an increasingly impaired home care 
population, although overall impairment among home care client remained low. For the purposes of 
benchmarking, MDS HC data from Ontario was compared with MDS HC data from 11 European 
countries and was found to fall within the range of the other countries in terms of average 
impairment level of home care clients.  Logistic regression was used to predict the likelihood of 
receiving CCAC services. Not being self-reliant, having decline in activities of daily living, having 
experienced falls, self-reporting one’s health to be poor and reporting less loneliness were all 
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1.0 INTRODUCTION  
1.1 Home Care Clients with Lighter Care Needs 
Home care is an important aspect of the Canadian health care system. Romanow (2002) 
refers to home care as the “next essential service” and states that it is among the fastest growing parts 
of the Canadian health care system. In the past, most health care was provided in a hospital setting 
by a Doctor or Nurse. Elderly people were institutionalized because it was thought that care could 
only be provided in a health care setting by health care professionals.  
The demographic make-up of the Canadian population is changing; in the year 2000, people 
aged 65 and older made up 12.5% of the Canadian population; by 2041 there are expected to be nine 
million seniors in Canada making up 25% of the total population. Those aged 85 and older are the 
fastest growing segment of the elderly population and most are women (Health Canada, 2001).   
With this large increase in the number of elderly people in the population, it has become 
necessary to re-evaluate our best care practices. A decrease in the number of hospital beds available, 
people being released from hospital “quicker and sicker”, changes in technology that allow people to 
be cared for at home and a desire on the part of the elderly to remain at home, maintaining their 
independence for as long as possible (Coyte & McKeever, 2001; Levine, 2003) all speak to the 
importance of a home care system on which people can rely.  
Romanow (2002) states that defining all services provided through the home care system as 
“medically necessary” under the Canada Health Act, would be too costly and that priority should be  
given to those people receiving home care services due to a mental health condition, those who have 
been recently released from hospital and those receiving palliative services.  Elderly clients receiving 
homemaking and other light-care services through the home care system are not included in this list 
of priorities. Many elderly people desire to remain in their own homes and research has suggested 
this may be a cost-effective alternative to institutionalization (Hollander and Chappell, 2002).       
 1 
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However, many elderly living in their own homes do require some basic services such as 
assistance with bathing, transportation, or meal preparation.  If these lighter care services are not 
defined as “medically necessary” under the Canada Health act, they will not be guaranteed to be 
funded. Therefore, many elderly people with lighter care needs who wish to remain living in their 
own homes may be financially responsible for these services and need to access them through 
various community support agencies rather than through the CCAC system. Community support 
agencies (CSA) often require payment for service and may be lacking in terms of availability in 
some regions and overall quality.  Furthermore, an elderly person needing care may need to make 
numerous calls to various CSAs since each may provide only one of many services they require (e.g., 
meals, transportation, cleaning services). Having services easily accessible only to those who are 
able to pay is not the “Canadian way”. It is important to remember that elderly people with lighter-
care needs may have chronic health conditions, difficulties with mobility and mental health concerns 
including depression or loneliness and that they may require less services or different types of 
service than those with heavier care needs, but that they are not without need.  
Romanow (2002) recognizes the important role of the family in caring for those in need. 
Perhaps elderly people who choose to remain living in their own homes and who require only light-
care services should be cared for by their family and friends rather than the health care system. 
Perhaps they are the responsibility of the informal care network and the formal health care system 
should focus only on those with heavier care needs who are more medically complex.  The concern 
however is that some do not have family members or friends able or willing to provide these 
services.  
Little research has been done on the home care system, specifically the preventive function 
of home care and the ways in which it provides services to elderly clients with lighter care needs. 
Only recently has the importance of the home care system and the value of the informal support 
network in maintaining it, been recognized. Research is needed to better understand the needs and 
characteristics of elderly people in this “grey area”. A better understanding of light-care clients will 
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provide information needed to make evidence based decisions as to the way in which these members 
of our society will be cared for, particularly as their numbers in Canada and elsewhere in the world, 
increase.   
 
1.2 Home Care in Canada 
Home care services vary across Canada but loosely defined home care is: “an array of 
services which enables clients, incapacitated in whole or in part, to live at home, often with the effect 
of preventing, delaying, or substituting for long-term care or acute care alternatives” (Health Canada, 
1999).   
Home care services in Canada are funded by a combination of Provincial/Territorial and 
Federal funds. The percentage of the Provincial/Territorial health care budget spent on home care 
varies across the country. For example, according to the Romanow report (2002), Ontario spent 
about 5% of its total health care budget on homecare in 2000/2001 compared with New Brunswick 
which spent close to 10%. Eligibility and co-payment schemes also vary by province (see Appendix 
B). Circumstances taken into consideration when deciding who will be provided with services and 
what types of services will be provided vary and some Provinces provide more extensive services 
than do others. Some Canada-wide consistency exists, for example, all Provinces/Territories provide 
a Case Manager who accesses a potential client for eligibility for services. 
Romanow (2002) stated that Canadians may consider moving to Provinces in their later years 
in order to get the best services possible and that this disparity across the country means that the 
needs of all Canadian are not being met equally. A national homecare system is needed to ensure that 
there are services that are provided to all Canadians regardless of location within the country. 
Provinces/Territories would then be free to add to these basic homecare services to meet unique 
needs of their region.   
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Romanow (2002) states that “medically necessary” services should not be based on where the 
service is provided (hospitals), or by whom the service is provided (Doctors), but rather based on the 
needs of the client. The Canada Health Act proposes two categories of services: insured services and 
extended health services. Insured services encompass the five principles of the act: universality, 
accessibility, public administration, portability and comprehensiveness, while extended health care 
services, such as home care, do not (Health Canada, 1984). It can be argued that the Canada Health 
Act may be somewhat outdated and needs to take into account chronic health conditions. To that 
end, Romanow suggests that the Canada Health Care Act should be expanded to include medically 
necessary home care services. Due to cost, this does not include all home care services, but rather 
focuses on what Romanow considered to be most important: assisting those with mental health 
challenges, those who have been released from hospital and those in the end stages of life.   
Home care was established by the Ontario Government in 1970. In 1996, 43 Community 
Care Access Centers (CCACs) were created to act as a single point of entry to services for those in 
need of home care, admission to long term care facilities or information on other community services 
available in Ontario.  The CCACs have guidelines set by the Ministry of Health and are governed by 
a board of directors who report to the Ontario Ministry of Health and Long Term Care (Health 
Canada, 1999). 
Home care has three main purposes: First, it acts in place of acute care. People are released 
from hospital sooner than in the past and often require treatment from health care professionals, (e.g., 
physiotherapy after surgery) for some time after they have returned home.  Second, home care acts in 
place of long term care facilities, such as nursing homes or other institutionalized care. A person can 
continue to live at home and receive services over the long term. Third, home care serves a 
maintenance function for those who have health problems or functional impairments, but wish to 
remain living in their homes. This may involve receiving assistance with activities of daily living 
(ADL) such as bathing, instrumental activities of daily living (IADL) such as shopping, or with 
 4 
 
  Home Care in Ontario      
 
homemaking such as laundry or vacuuming. The maintenance function of home care is to delay 
deterioration and avoid institutionalization for as long as is feasible (MacAdam, 2004). 
Home Care in Ontario serves a wide variety of clients including adults and children living 
with disabilities and elderly people requiring care (the focus of this paper).  Families who require 
assistance apply for services through a CCAC in Ontario. If the client is deemed eligible, a home 
care service provider will be contacted by the CCAC to provide in-home services. Those who 
provide professional services such as physiotherapy are regulated under the Health Professions Act 
(1991), whereas Homemakers/ Personal Support Workers are considered para-professionals and are 
not regulated under the act (OACCAC, OCSA, OHHCPA, 2000). Services provided by para-
professionals are defined under the Long-Term Care Act 1994 (see Appendix A).  These services are 
provided free of charge to those deemed eligible in Ontario.  
 
1.3 Budget Cuts  
The Harris Government budget cuts in the 1990s led to a reevaluation of the home care 
system and how best to utilize limited resources. Targeting services to those most in need became a 
priority. A number of bills and acts began to limit the scope of home care in Ontario. Bill 46, the 
Public Accountability Act (Government of Ontario, 2001) prevented CCACs from operating with a 
deficit; Ontario Regulation 386/99 (Ontario Ministry of Health and Long Term Care, 1994) limited 
the number of hours of homemaking and personal support that would be provided to clients; and in 
May of 2001 funding to CCACs was frozen at the 2000/2001 levels, leaving them $175 million short 
of meeting demands (Ontario Health Coalition, 2001). This series of events left the CCACs of 
Ontario with a much-reduced budget and the necessity for home care reform. Services were cut, 
eligibility criteria tightened and those elderly home care clients who were receiving only 
homemaking services and personal support were at risk of having their services terminated or their 
hours of service drastically reduced.  
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The questions that arise from these home care reforms are numerous. How should “need” be 
defined and how to we draw the line between those who need services and those who do not. How 
do those whose services are terminated, cope? Do some actually benefit from service refusal? How 
do we define light-care and who is responsible for caring for the light-care elderly?  How do Ontario 
home care clients compare with other jurisdictions in terms of characteristics and need? The current 
literature along with both the Resident Assessment Instrument – Home Care (RAI HC) and the 
interRAI-Community Health Assessment (interRAI CHA) (see Appendix D and E) provide the 
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2.0 LITERATURE REVIEW 
 
There are a limited number of studies in the literature on the subject of light-care elderly 
receiving home care services and therefore few studies on the effects that terminating services may 
have. Home care is of the utmost importance to the quality of life of elderly Canadians. Home care 
services provide elderly people with support upon which they can depend allowing them to remain 
living in their own homes. The literature review to follow explores a number of relevant issues in 
light-care. These include the importance of the informal support network in caring for light-care 
elderly; how to define what a “light-care client” would be and how to best target limited resources; 
the characteristics of light-care clients who receive only homemaking services; differences that exist 
among countries in terms of the impairment levels of those provided with home care services; 
possible benefits of reducing services provided to light-care elderly; and some anecdotal reports on 
how those cut from services manage to cope. 
2.1 The Informal Support Network  
 
Home care services in Ontario, provided through a Community Care Access Centre (CCAC) 
are referred to as formal care services. A health care professional (or para-professional) visits the 
client’s home and provides services as deemed necessary by the CCAC caseworker. It is estimated 
however, that 75% to 85% of care provided to the elderly is informal care (Health Canada, 1999). 
Informal care is unpaid care provided by family, friends, neighbors and others. Most informal care 
provided is of a non-medical nature such as assisting with activities of daily living and therefore the 
argument has been made that light-care clients could or should be cared for by family and friends, 
leaving the medical professionals free to care for those with more complicated medical needs 
(Anderson and Parent, 2000). Informal caregiving is still a gendered activity and adult daughters 
tend to provide the majority of care. With more women working full-time and families often being 
geographically separated, the availability of informal support may be jeopardized. Friends and 
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neighbours may be available but primary care is usually provided within the immediate family 
(Walker, Pratt & Eddy, 1995). Women who have been widowed may desire to remain in their own 
home but now lack a spouse to provide them with support. Those family and friends who do provide 
support may be unable to do so in the long-term due to suffering from burnout with a family and job 
of their own and the added responsibility of caring for an aging parent.  The Romanow Commission 
(2002) heard many reports across Canada on the burden of providing informal support. There were 
concerns expressed about the specific burden that caregiving has on women and the suggestion that 
there should be incentives that encourage people to care for their elderly relatives at home. Also 
expressed was the view that Canadians should not be forced to provide informal care.  
Therefore, while a value-based argument can be made for elderly people with lighter care 
needs being cared for by the informal support network (Anderson & Parent, 2000), practically 
speaking, this may be less possible than in past generations. Romanow (2002) recognized the 
valuable contribution of family and friends to the care of the elderly. He suggests that direct support 
be provided to family caregivers through Employment Insurance so that they have the time needed to 
provide care. 
Reforms to home care services resulted in cuts to formal homemaking and personal support 
services. With elderly clients being cut from these services entirely or having their hours of care 
drastically reduced, the informal support network has had to step in to take over these duties to 
prevent injury and health deterioration of their elderly relatives or friends. This may be a good short 
term solution but with an increasing number of elderly people in our population and a decrease in the 
number of adult children available to provide the care, considerations need to be made for the long-
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2.2 Cost Sharing  
  
Government funding of all home care services would require major financial resources 
(Romanow, 2002) but a possible compromise was suggested whereby a cost sharing system would 
allow more light-care clients to continue receiving services, despite budget cuts, if all home care 
recipients contributed something towards these services.  Recognizing the value of homemaking to 
their elderly clients, the Chief Executive Officers/Executive Directors of the CCACs of Ontario 
along with the Ontario Association of Community Care Access Centres (OACCAC) developed a 
document in May 2001 for the Province of Ontario to suggest a cost sharing policy that would allow 
homemaking services to continue to be offered despite budget limitations (OACCAC, 2001). At this 
time, Ontario was one of three provinces that required no payment from clients for maintenance 
services such as homemaking, if they met eligibility criteria.  
Regulation 386/99 under the Long-Term Care Act (1999) requires a person to meet one or 
more of three criteria in order to be eligible for homemaking services. These include: as well as 
requiring homemaking services, the client also requires personal support services (e.g., bathing 
assistance); or, the client is currently receiving personal support and homemaking from an informal 
caregiver and this caregiver requires assistance in order to be able to continue with providing care 
required by the client; or, the client requires full-time care due to a cognitive impairment or having 
acquired a brain injury and the client’s informal caregiver requires assistance with homemaking in 
order to have the time to provide full-time supervision for the client. 
   With budget limitations, a cost-sharing policy whereby clients paid some money towards 
homemaking services might have allowed homemaking to remain a part of CCAC services available 
to light-care clients as well and others. McAllister & Hollander (1993) found that 67% of their 
sample of 70-79 year old community-dwellers in British Columbia felt that they should pay 
something towards homemaking services as a proportion of their income. Others (21%) felt a flat 
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rate for homemaking services would be better and only 6% stated that they should not have to pay 
anything for homemaking services. 
It was suggested that perhaps the cost-sharing policy should be applied to both homemaking 
and personal support services (see Appendix A) because of the practice among support workers of 
providing both services in one visit.  For example, a homemaking task such as putting on a load of 
laundry may be done when the purpose of the visit was personal support such as assisting with 
bathing (OACCAC, 2001). 
The Canada Health Act prevents charging clients extra for insured services such as physician 
care, but does not prevent payment for extended health care services such as home care. Nursing, 
rehabilitation services and case management are provided free of charge in all provinces but some 
provinces require a co-payment for personal care and/or homemaking (see Appendix C).  Ontario 
chose not to require a co-payment for homemaking/personal support services.  There was concern 
that a co-payment system would exclude those who could not afford to pay for services.  As a result, 
CCACs were forced to focus their funds on heavier care clients.  
2.3 Targeting Services: 
 
2.3.1 Vertical and Horizontal Target Efficiency 
Targeting is the process of setting eligibility criteria that screen clients based on financial 
and medical need, in order to limit expenditures where there are limited funds/resources available 
(Weissert, 2003). In some provinces, financial need is not considered when allocating services (see 
Appendix B). Activities of daily living impairment, informal caregiver availability, cognitive 
impairment and medical diagnoses are some of the other variables that may be considered to 
determine eligibility (Weissert, 2003). 
Bebbington and Davies (1993) discuss targeting of home care services in terms of Horizontal 
Target Efficiency (HTE) and Vertical Target Efficiency (VTE). HTE can be understood as: of all 
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those defined as being in need, what proportion are receiving services. VTE can be understood as: of 
all those receiving services, what proportion is in need (see Figure 1).  
 
Figure 1 Target Efficiency  
 
 









Not in Need Group 3 Group 4 
 
 
Vertical Target Efficiency: Group 1 versus Group 3 
 
Getting Services   
In Need   Group 1                    




Horizontal Target Efficiency: Group 1 versus Group 2 
 
Getting Services Not Getting Service 
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 The 2 by 2 table produced (Figure 1) defines four groups based on need for services and receipt of 
services. These groups may be described as follows:  
 
Group 1: Those currently receiving services that are defined as needing them based on jurisdiction 
eligibility. This would include those on the heavier levels of care need and depending on the criteria 
for judging need, may include some proportion of those with lighter care needs.  
 
Group 2: Those who need services but who are not currently receiving them. This may be because 
they are unaware of the availability of such services (Grando et al., 2002; McAllister & Hollander, 
1993) or because even though they meet the criteria, there is some factor that makes them decide not 
to seek out services. For example they may have enough support from their family and friends, or 
they may fear institutionalization if they report their difficulties to a health care professional, or they 
may be able to pay privately and decide to access just the community support services that they 
require. If a given individual is not receiving services, even though he/she fit the criteria, is it cost-
effective to offer them services? According to the Health Services Utilization and Research 
Commission (2000), giving people services that they do not need or want can lead to learned 
helplessness and is associated with health deterioration.  
 
Group 3: Those receiving services despite not needing them may be light-care clients. Budget cuts 
resulting in more stringent eligibility criteria may have resulted in them no longer being defined as 
needing services. The size and characteristics of this group are very much a function of how “need” 
has been defined and what variables have been considered to determine need.   
 
Group 4: Those not receiving services and not in need. This is a match as long as the definition for 
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Vertical efficiency is important for the cost-effectiveness of home care, so that services are 
not provided to people who do not need them. Horizontal efficiency considers the extent to which 
services are provided to as many people as possible who fit a given need criteria (Bebbington & 
Davies, 1993). 
 If a given population has a high HTE and low VTE the system can be adjusted to balance. 
Having a high HTE means that of those in need, most are getting the services they require so little 
resources or money are needed to target those who are in need and not receiving services. A low 
VTE means that there are people who are getting services who do not need them. Services being 
given to those who do not need them can be withdrawn and given to those who do need them who 
are not receiving them (Bebbington & Davies, 1993), thus balancing the system. If the service is 
homemaking, for example, those receiving but not needing it would be light-care clients and when 
their services are terminated, resources become available for heavier care need clients. 
 Vertical and horizontal target efficiencies are a clear conceptual way to consider the 
targeting of home care services to those most in need in times of limited resource availability. Using 
this framework, light-care clients receiving services such as homemaking who are now judged as not 
in need, must be removed from services to maintain VTE and cost-effectiveness of home care. But 
the question remains as to how to define “need” and the long term affects of service withdrawal on 
light-care clients.  
 
2.3.2 Defining need:  a binary approach 
Efficiency relies heavily on how we define “need”. Regardless of where the cut-off is made 
between those in need and those not in need, mistakes will be made and people who need services 
will be missed while others who do not need services will receive them. Weissert and Miller (2000) 
explain that by shifting the cut-off line, one type of error is decreased but the other is increased. 
 13 
 
  Home Care in Ontario      
 
Providing care to many people, but including some who do not really require care, results in falsely 
categorizing some as being in need. Being very selective about who receives services and possibly 
denying people services that truly need them risks falsely categorizing some as not being in need.   
Even if the “correct line” is drawn, it may be best not to think of need as binary (i.e., in need 
or not in need). These two groups are heterogeneous and overlap likely exists. The characteristics of 
those who just barely fall into the “need” category may be very similar to those that fall just barely 
into the “not in need” category. Also, among those in the need group, the level of impairment varies 
and this has implications for the type and amount of services that should be provided to individual 
clients (Weissert et al., 2003).  Chernew and colleagues (2001) suggest that home care clients be 
assessed in terms of risk of various adverse outcomes and the degree to which home care services 
have the potential to limit these risks. Consideration of other supports, such as the informal network 
may also play a part in defining need (Bebbington & Davies, 1993).  
Defining need is a difficult task and it is even more difficult to determine if we have done so 
correctly. Comparing the Canadian definition of need or the way in which we care for our lighter 
care clients with the ways of other countries, at least provides us with a comparison group. However, 
there is no true way to determine if our methods are “right”; we can only determine if they fall within 
a range of practices followed by other countries.    Bebbington and Davies (1993) suggest a number 
of possible definitions of need; however, establishing criteria for need based on one population may 
not hold consistently for another population, particularly when comparing client characteristics and 
home care services among countries (Carpenter et al., 2004). 
2.3.3 Defining need: a continuous approach  
The targeting system defines potential clients as either “in need” or “not in need”.  Weissert 
and colleagues (2003) suggests a continuous classification of home care clients based on risk of 
deterioration. This titrating system has more inclusive eligibility criteria than the binary targeting 
system, and focuses on risk in allocating resources. High-risk client receive more resources, whether 
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this be more time or more types of services, while low-risk clients receive less and only enough to 
maintain them and keep watch for deterioration. Potential for benefit can be considered when 
allocating resources and cost-effectiveness determined. Also, this system monitors clients often to 
reassess risk and reallocate resources as needed. The targeting system assesses people initially, but 
may not be as successful in monitoring them across time.  
In Ontario, those receiving homemaking services /personal support would be on the low end 
of a continuum of home care client need and they would be cut from services. Their risk of 
deterioration, if services were removed, would be minimal compared with higher needs clients and 
the potential for home care services to improve their health outcomes in the long term may also be 
minimal. The process of defining need requires knowledge of the variability of clientele found within 
the home care system.  
2.4 Characteristics of Home Care Clients: 
 
2.4.1 Characteristics of Homemaking versus Nursing Clients 
Forbes and colleagues (2003) were interested in the difference and similarities between 
home care clients who received nursing and those who receive homemaking assistance. For the 
purposes of this study, home care clients received either nursing or homemaking, although in reality 
some people receive both services. A better understanding of the characteristics of those receiving 
various home care services allows us to better understand the implication of cutting services and 
whom this may affect.  
The Anderson Newman Model (Anderson and Newman, 1973) was used by Forbes and 
colleagues (2003) to categorize the factors associated with receiving the two types of home care 
services. Results are summarized in (Table 1).  
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< 65 years of age 
 
 
Aged 65 + 












   








Need housework  
assistance 
Less likely More likely 
 
 
Restricted in ADL Less likely More likely 
 
Chronic Condition Less likely More likely 
 
Needs variables 
Hospitalized in past 12 
months 
More likely Less likely 
 
The Anderson Newman Model (Anderson and Newman, 1973) used by Forbes et al., 2003
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Results revealed two distinct sets of client characteristics. In terms of predisposing variables, 
nursing clients on average were more likely to be male, to be less than 65 years of age and to live 
with others. Higher income among nursing clients may be explained in part by insurance claims 
(Anderson & Newman, 1973). These clients suffered some acute episode that required care in the 
short term. Assistance with housework was less likely to be needed since informal caregivers could 
manage for a short period of time (Forbes et al., 2003). 
Those who received homemaking assistance were older on average, more likely to be female 
and more likely to live alone. This population required homemaking assistance because of advance 
age and a lack of the financial means to pay out of pocket for the service. They may be without 
everyday support because they live alone and have functional restrictions that make housework 
difficult for them to manage.  
When cuts are made to the home care system, it is primarily homemaking clients who see 
their services cut. They are the light-care needs elderly who, with some support from family and 
friends, could potentially manage without formal homemaking services. However, targeting 
homemaking clients for cuts, according to this study, results in a loss of services to those who are 
very vulnerable in our society. By cutting these light-care elderly from home care services, we may 
increase the chances that they will be institutionalized or will return to the health care system having 
suffered a serious health crisis. However, providing maintenance care to all elderly people may not 
be a feasible solution and there needs to be some way to predict the likelihood that a given client will 
be institutionalize or suffer harm if they do not receive care so that services can be allocated to those 
most at risk.      
2.4.2 Individual Characteristics    
Chernew, Weissert and Hirth (2001), recognized that consideration of risk of adverse 
outcomes, in conjunction with individual characteristics, may provide a better understanding of the 
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potential effectiveness of home care services in the long term. Individual characteristics such as 
determination to succeed and attitudes towards health and independence may explain, to some 
degree, what defines a light-care client.  Two elderly individuals, both living alone and both 
suffering from similar ailments may not seek out the same services. Why should this be the case?  
Data from the National Population Health Survey (Martel et al., 2005) found that the 
likelihood of healthy aging was enhanced in elderly who found life meaningful, manageable and 
comprehensible.  A positive attitude towards life enhances health.  Wilson (1994) discusses the 
concept of self-care. Faced with difficulties, some may seek assistance while others find new ways to 
carry out tasks in order to remain independent.  There is an element of choice and attitude that 
determines service utilization.  
 Three forms of self-care: new strategies, reallocation of time and avoidance of risk have 
been identified (Chernew et al., 2001). New strategies involve the recognition that the majority of 
elderly people will require some alteration in the ways in which they carry out activities of daily 
living if they are to remain independent at home and not require frequent assistance. Examples 
include finding routes to the grocery store that have flat pavement without raised curbs or buying a 
microwave that would allow for easier and safer cooking than using an oven (Wilson, 1994). 
Reallocation of time involves accepting that aging may result in everyday tasks taking more time. 
Cleaning, cooking and gardening can still be completed independently, but perhaps to a lesser extent 
and requiring more time (Wilson, 1994).  Avoidance of risk is often a reason stated for having formal 
caregivers in a home, when in fact it is the client who does the main risk avoidance. For example, an 
elderly person who is no longer able to drive may choose to take the bus or a taxi service, reducing 
the risk of injury (Wilson, 1994). 
 Despite personality variables being an important consideration when trying to understand 
characteristics of light-care populations, difficulties may arise in assessing these characteristics. First 
is the inherent subjectivity of defining attitude and determination. Second is the concern that if 
questioned about attitude and determination, some may have a vested interest in denying these 
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attributes. Light-care clients with the determination to remain independent likely represent a sub-
population most likely to succeed, in spite of service termination.  
 The data from the National Population Health Survey (Martel et al., 2005) represents a 
healthier elderly population than is represented by elderly home care clients. Attitude and 
determination may be important variables in terms of service utilization for healthy elderly, but does 
this apply to a more fragile population? Although information about individual characteristics may 
be of interest to researchers in better understanding client need and service use, clinical decisions 
about which services to provide should not be based on personality characteristics.  
2.4.3 Light-Care Clients in Nursing Homes 
Defining need and allocating resources is a difficult task. Even if need is correctly defined, 
light-care clients may mistakenly end up in institutions.  Grando and colleagues (2002) explored 
some of the reasons why elderly people with light-care needs enter and remain in nursing homes in 
the USA. Spector and colleagues (1996) report that at least 15% of current residents of nursing 
homes could benefit from care provided in alternative settings. Many are receiving very little 
assistance and could likely manage with some support, to live in their own homes. Risk factors for 
nursing home entry include advanced age, impairment in activities of daily living, difficulties with 
mobility, disorientation/ cognitive impairment, or a lack of an available caregiver. However, having 
some of these risk factors does not mean that an elderly person must enter a nursing home. Advanced 
age in particular does not automatically require the loss of independence, lack of privacy and 
restrictive environment that often accompanies a nursing home placement (Grando et al., 2002).   
Clients defined as having light-care needs and residing in nursing homes in midwest USA 
were asked about their reasons for choosing to enter a home and what factors contributed to their 
choice (Grando et al., 2002). Many residents expressed a perceived inability to care for themselves, 
others mentioned a recent fall or hospitalization that led to being discharged to the nursing home and 
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others expressed a lack of support at home on which they could rely. Residents were concerned that 
they would require housework assistance, home health services, or transportation assistance if they 
returned home and that these services may not be available to them. Also, they were concerned that 
they may become a burden on their families (Grando et al., 2002). This study demonstrates the 
importance of understanding the needs of light-care clients to avoid care being provided in an 
inappropriate setting.  
Ikegami and colleagues (1997) investigated light-care residents of nursing homes in several 
countries including: Denmark, Iceland, Italy, Japan, Sweden and USA. It was found that if a broad 
definition of “light-care” was used (does not require physical assistance with any of the four late loss 
ADLs) more than half of nursing home residents in Iceland were light-care clients and close to a 
quarter in Sweden. Even when using a very strict definition of light-care was used (excluding those 
who need supervision in any of the four late loss ADLs, or any assistance with early loss ADLs, or 
need for medical or psychiatric supervision) about 10% of Japanese nursing homes residents were 
found to be light-care clients.   
When comparing the proportion of light-care clients who reside in nursing homes, as well as 
the definition of light-care, the definition of “nursing home” also needs consideration. For example, 
in Iceland there are various levels of nursing homes and if the lower needs care facilities were 
eliminated from this data, the percentage of light-care clients found in nursing home would drop 
from over 50% to less than 20%.  
Light-care clients may be just some of those residents of nursing homes around the world 
that have been inappropriately placed. It may be possible for light-care and even more complex 
clients to be cared for in their own homes if support systems are put in place such as formal home 
care services or informal family support (Ikegami et al., 1997).  
 20 
 
  Home Care in Ontario      
 
2.5 Between Country Comparisons of Home Care Client Characteristics:  
 
The Aged in Home Care (AdHOC) Project (Carpenter et al., 2004) collected data on home 
care clients in 11 European counties using the Minimum Data Set-Home Care (see Appendix E) in 
2001-2002. These countries included: Denmark, Finland, Iceland, Norway, Sweden, Czech Republic, 
Germany, France, Italy, the Netherlands and England. Using the same assessment tool across 
countries allowed for comparisons of the characteristics of home care clients and the services they 
receive.  
Some countries have a lighter care population receiving home care services than do others, 
reflecting perhaps eligibility criteria, or the social norms within countries such as filial piety (Yoo & 
Sung, 1997). The RAI HC instrument provides the opportunity to compare home care clients across 
jurisdictions using the same assessment tool.  
Clear differences in the distributions of variables such as mean age, marital status and 
percent of clients living alone, were evident among the countries studied. The percentage of the 
population aged 65 or older in the countries ranged from 15% in France to 22% in Sweden. The 
majority of the home care populations in all counties were women. The percent of home care clients 
who were married at the time of the study varied substantially from 10% in Finland to 43% in Italy 
(Carpenter et al. 2004). Marital status is of interest because it gives us an idea of the percentage of 
home care clients who potentially have a spouse available to provide care on a daily basis when 
formal care services are not available.  
Similarly, the percentage of clients who live alone is an important variable to consider. If 
clients are able to live alone, it may reflect a lighter care population, or a model of home care that 
supports people at home, or a large percent of the home care population being without full-time 
family support or without a spouse. Percent living alone ranged from very few in Italy to almost all 
home care clients in Finland (Carpenter et al., 2004). Italy stands out as having a particularly high 
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needs clientele which may explain the small percent of clients living alone, or reflect a society that 
takes care of light-care clients at home.  
Levels of impairment were measured using three scales imbedded in the RAI HC (see 
Appendix D). These are the Cognitive Performance Scale (CPS), ADL Hierarchy and IADL index. 
The CPS (Morris et al. 1994) was validated against the Mini Mental State Examination (Folstein, 
Folstein and McHugh, 1975) and is scored based on short-term memory, cognitive skills for daily 
decision making, expressive communication and eating self performance (Landi et al., 2000). The 
ADL Hierarchy (Morris et al., 1999) takes into account early, mid and late loss activities of daily 
living. The IADL Index considers instrumental activities of daily living including phone use, 
medication management and meal preparation1.  
France and Italy stand out as having a highly impaired clientele, with mild to moderate 
cognitive impairment and limited to extensive assistance required in activities of daily living.  
Denmark, Finland, Iceland, Norway, Sweden, Czech Republic and the Netherlands, all appear to 
have a relatively light-care population receiving home care services. England and Germany fall 
somewhere between in terms of level of care needs (Carpenter et al., 2004).  
These differences indicate that what we call “home care” in Ontario, does not necessarily 
translate to the same set of services or characteristics of clients found receiving home care services in 
other countries. The RAI HC provides the opportunity to compare client characteristics across 
countries. It is not clear whether the characteristic of clients in each country drives the types/amount 
of services provided or whether the reverse situation is the case. Are for example, France and Italy’s 
high needs home care population a result of the characteristics of those seeking services, the 
availability of informal support, eligibility criteria, a cultural phenomenon, or a result of a large 
policy change such as occurred in Ontario?  The way we define and care for light-care clients varies 
among countries and cultures and the AdHOC (Carpenter et al., 2004) research demonstrates the 
value-based decisions associated with caring for the elderly members of a society.  
                                                 
1 Scales are discussed in more detail in the methods section of this paper 
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2.6 Cost Effectiveness of Home Care Cuts 
 
Romanow (2002) states that although home care is “the next essential service”, attempting to 
publicly fund all forms of home care would be unrealistic. The cost effectiveness of a system in both 
the short and long term must be considered when making decisions as to which aspects of the home 
care system will be funded.  
2.6.1 The Maintenance or Preventive Function of Home Care 
 Assuming Ontario has defined “need” correctly and cut services from those not  in need and 
have not accepted any new clients who do not meet the need characteristics, what is the cost 
effectiveness of cutting or reducing services to light-care clients in the long term compared to the 
potential of home care to prevent more costly institutionalization?  
Those on the light-care end of home care clients, or those elderly people living in the 
community who apply for home care services and who are deemed ineligible, likely utilize the 
maintenance/preventive function of home care as opposed to the substitution for acute care or long 
term care definitions set out by the Report on Home Care (Health Canada, 1999).  
The maintenance or preventive function of home care is poorly understood (Ontario Health 
Coalition, 2001) and it is controversial because it is difficult to make an argument that a particular 
person, if they had not received home care services, would have been institutionalized or otherwise 
had their health deteriorate. In fact, Weissert and colleagues (2003) state that the majority of home 
care clients in the USA are at low risk for nursing home entry. Therefore, if the main purpose of the 
preventive function of home care is to prevent nursing home entry, its cost-effectiveness becomes 
even more difficult to defend. If those receiving home care services are, for the most part, at low risk 
for nursing home admittance, then home care services are not substituting for nursing home 
admission but rather are providing additional services and thus costing the system more. With the 
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exception of Hollander’s research (e.g., Hollander & Tessaro, 2001), very little research in Canada 
has been done on the maintenance/preventive aspects of home care (Ontario Health Coalition, 2001). 
 Patterson and Chambers (1995) divided the preventive function of home care into three main 
areas: primary population wide initiatives such as promoting regular exercise and smoking cessation; 
secondary initiatives such as identifying individuals at risk through screenings; and tertiary such as 
focusing on limiting deterioration in health and ability to perform tasks needed to remain 
independent.  The current research focuses on the tertiary functions. Evidence for cost-effectiveness 
of tertiary preventive home care in improving the functional status of the elderly is minimal, because 
those who receive tertiary preventive home care, on average tend to use more services and request 
more specialist opinions than those not on services and living in the community (Health Service 
Utilization and Research Commission, 2000).  
2.6.2 The British Columbia Home Care System: An Example 
British Columbia experienced similar cuts to their home care services as Ontario 
experienced several years later. In British Columbia, case managers assess clients initially, monitor 
services over time and assign clients to one of five levels of a classification system of care needs: 
Personal Care (PC), Intermediate Care 1 (IC1), Intermediate Care 2 (IC2), Intermediate Care 3 (IC3) 
or Extended Care. British Columbia had sufficient funding for increases in home care utilization 
until 1994/95, at which time the British Columbia Ministry for Health and Ministry for Seniors (later 
Ministry of Health) began looking for ways to deal with new fiscal restraints (Hollander and Tessaro, 
2001). 
In June 1994, people who fell into the lowest level of the classification system (Personal 
Care) were no longer admitted to services and money was shifted to higher needs clients. In the Fall 
of 1994, discharges occurred for those in the PC and IC1 levels of care (who only received 
housekeeping) and health units were advised not to admit these lighter care clients. Housekeeping 
was cut down to as little as four hours per month for higher needs clients. Most cuts occurred in 
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1995, but additional cuts were made in some regional health authorities in 1999 (Hollander and 
Tessaro, 2001).  
Hollander and Tessaro (2001) found no significant differences in costs to the health care 
system between those whose services were cut and those whose services were not cut, in the first 
year after cuts were made. However, the clients whose services were cut cost the system significantly 
more, on average, two and three years after the cuts were made.  
This was interpreted by the authors as demonstrating that the cuts were not cost-effective in 
the long term. However, three years after the cuts, it is possible that there was some other 
explanation for the increased costs to the health care system from those people who had been cut 
from services. Being cut from services was unlikely to be the only determinant of service utilization 
and health three years later.  Having found that one year after cuts, there was no significant 
difference in cost to the system for those cut versus those not cut, suggests that perhaps it is more 
cost-effective to cut homemaking clients but to continue to monitor them over time, ready to 
reinstate services if necessary, rather than maintaining their services throughout.   
The authors (Hollander and Tessaro, 2001) suggested that it may be people whose services 
were cut and who then experienced a health crisis and returned to the health care system, who 
accounted for this increased cost in year two and three. However, we cannot be sure that maintaining 
home care services that year would have prevented their health crisis.  This suggests that the way in 
which decisions were made as to who should be cut from services may have been flawed. It was also 
suggested that higher costs in the “cut” group may be due to more deaths occurring in this group. 
Resource utilization increases close to death, but would maintenance-type home care services that 
year have prevented death? Some individuals cope relatively well, while others suffer a health crisis 
and must return to the system or be institutionalized, increasing cost, death rates and loss of 
independence. However since we cannot be sure that home care services would prevent a health 
crisis or death in this lighter care population it is difficult to make a cost-effective argument for 
maintaining their services. If the main purpose for providing home care to this population is to 
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guarantee the elderly client a visit on a regular basis to check on his/her health, then perhaps a trusted 
friend, neighbour or family member could provide that service at no cost to the health care system. 
Hollander and Tessaro (2001) stated that mortality rates were, in their opinion, not a very 
useful measure to consider with a light-care population. However, they did find that mortality rates 
were higher for those cut from services than for those not cut. While this difference was attributed to 
the cuts, it is possible that the true explanation lies elsewhere. For example, perhaps the explanation 
is due to regional differences with some health regions making major cuts to PC clients while other 
health regions cutting very little. Also, data should be reported on mean scores for each health region 
on factors that might contribute to death (e.g., impairment, age, sex). Without this information one 
cannot be sure that being cut from services was in fact the only reason for the higher percentage of 
deaths occurring in the cut group. 
In British Columbia, when faced with budget limitations, it was thought that those who were 
only receiving homemaking services a few hours per week could be cut and would manage to cope. 
About one third of people who were cut from services, managed without too much difficulty; some 
even improved, finding new independence. They coped with help from their informal care network 
or by paying out of pocket for homemaking services (Hollander and Tessaro, 2001).  These are the 
subset of clients that one could argue, should have been cut from home care services because they 
were able to manage without the services, not suffering any major health crises and not ending up 
institutionalized. However, there is also a subgroup who did not cope well after having their services 
terminated. They experienced a health crisis and returned to the health care system in poor health, 
costing the system more. Over time, more people fell into the latter category (Hollander and Tessaro, 
2001).  
Another point to consider is how it was decided originally who would receive homemaking 
services. Cuts to home care services should be made based on a person’s functional impairment and 
need for services, not on a decision made some time ago that this individual would be given 
homemaking services only. It is important to take into account that the decision to provide only 
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homemaking services may have been flawed, or that the person’s health status may have changed 
over time.   
Policy makers must consider possible negative as well as positive consequences of their 
actions. There is a need to find a way to differentiate between those who could manage without 
home care support and those who will deteriorate if services are cut and likely end up costing the 
system more. Investigating the characteristics of these clients will help researchers to better 
understand the subgroups that exist within home care clients. Questions arise as to the responsibility 
of the state to provide homemaking services if a case manager deems it necessary for maintaining 
independence. Perhaps this role should be taken on by family members (Anderson & Parent, 2000). 
If cuts represent a shift in philosophy such that those who can pay have to and the state only funds 
those who cannot afford it, we may be moving away from what we as Canadians value about our 
health care system; its accessibility regardless of financial means.  
We cannot be sure about the consequences of a policy until it is implemented and then 
studied. Evidence-based decisions are important in allocating limited funding, especially as the 
population ages and there are more and more elderly persons requiring care. This study demonstrates 
that it may be short-sighted to cut home care services to some and not efficient to cut people and then 
have them return in a health crisis to the system and take up a bed in a hospital that could have been 
given to someone else. However, it may not be cost-effective to continue to provide services to all 
light-care clients in case they eventually suffer a health crisis. Also, it is important to make decisions 
about who should and should not receive services based on their current need and functioning and 
not based on the service with which they are currently being provided.  
2.7 Benefits of Homemaking Cuts  
 
A study by the Health Services Utilization and Research Commission (2000) suggest some 
possible advantages of cutting home care services, over and above the potential cost saving.  Data 
from a large sample (26,490) of seniors, aged 75 and older, was collected in Saskatchewan to 
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determine if those who received preventive home care services (homemaking, personal care and 
meals) were more likely to remain independent (not in a nursing home) and have a decreased risk of 
mortality, compared with those seniors living in the community and not receiving these services.  
Saskatchewan has levels of care defined in a way similar to those of British Columbia. There 
are five levels: Supervisory, Limited Personal Care, Intensive Personal/Nurse Care, Specialized 
Supervisory/Supportive/Restorative and Rehabilitation. Preventive home care was defined as level 
one and two clients (Supervisory and Limited Personal Care).  
The authors controlled for variables that contribute to nursing home entry or mortality, such 
as age and sex and still found that those receiving preventive home care services were 50% more 
likely to lose their independence or die, compared with those not receiving this service. Also, the 
cost to the health care system for those receiving preventive home care, was approximately three 
times the cost for those elderly living in the community and not receiving these services (Health 
Services Utilization and Research Commission, 2000). 
Seniors receiving preventive home care were found to be more likely to lose their 
independence or die than those not receiving services. This would be expected since those receiving 
service, in theory, have greater health needs. However, after adjusting for previous health conditions, 
those receiving services were still 20% more likely to die and 110% more likely to end up in a 
nursing home. Similarly, having adjusted for current and past service utilization, those receiving 
preventive home care were 70% and 50% more likely to die and 120% and 50% more likely to be 
put in a nursing home, respectively (Health Services Utilization and Research Commission, 2000). 
Seniors were divided into five groups based on risk of death/nursing home admission.  After 
adjusting for health status and receiving other services in the same three month period, those 
receiving preventive home care had an increase risk of death and loss of independence at all risk 
levels. At the highest risk level, those receiving care had a 20% increased chance of death and a 40% 
increase chance of nursing home admission. At the lowest level of risk, those receiving care had an 
80% increased chance of death and two times the risk of nursing home admission (Health Services 
 28 
 
  Home Care in Ontario      
 
Utilization and Research Commission, 2000). These results demonstrate a misuse of resources 
especially to those who are at the lowest risk of death/nursing home admission. Possibly it is this 
subgroup that should not be receiving services. Their health and ability to care for themselves is such 
that services appear to make the situation worse.  
This paper finds that seniors receiving preventive home care were more likely to die or lose 
independence than those not receiving these services. The authors suggested that home care services 
allow frail elderly living in the community to remain living alone. This can contribute to isolation, 
loneliness, or depression which in turn can contribute to health deterioration resulting in 
institutionalization or increase risk of morbidity/mortality. Also, learned helplessness could occur in 
those receiving services. Those who accept services may start to forget that they could actually 
manage these tasks on their own (Health Services Utilization and Research Commission, 2000). This 
study is of interest to the current research because light-care clients tend to utilize the preventive 
/maintenance function of home care and according to this study, this may be detrimental.  
 Methodological issues are of some concern and therefore results should be interpreted with 
caution. The authors controlled for health status, health risk and receipt of other services when 
calculating the relative risk of  institutionalization and death among those receiving preventive home 
care; however, they did not control for numerous other factors that might explain away the 
differences found.  The data used lacked information on informal care support, quality of life 
indicators and specific activities of daily living impairments. This is of concern because activities of 
daily living are used to determine health status and eligibility for services whereas in this study, 
“lack of independence” referred to nursing home admission, not ADL impairment. Also, it is well 
recognized that an elderly person’s informal support network is very important in determining their 
health outcomes and ability to maintain there independence in the community (Anderson and Parent, 
2000). Also death and institutionalization may not be the best outcome measure to use, especially for 
those at the lowest level of risk.  
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Also, it was not clear how “preventive” home care services were defined. This study (Health 
Services Utilization and Research Commission, 2000). may have used a broad definition of 
preventive services. For example, bathing assistance may have been included which could prevent 
injury (example falls) and if removed might result in injury.  However, if the definition of 
“preventive” services was limited to homemaking only, removal of this service would be much less 
likely to result in injury or institutionalization. Details were not provided on how clients were 
divided into groups based on risk of death or institutionalization. It was also unclear how “risk” was 
defined and why was death or institutionalization used to distinguish among the groups when all 
were relatively light-care and therefore presumably at a very low risk of these outcomes.   
This study demonstrates the importance of defining terms carefully and making informed decisions 
about who should and should not receive services.   
2.8 Qualitative Research: Coping After Cuts 
 
When allocating limited resources, one can get lost in the statistics, the cost-effectiveness 
and the politics and forget that behind all of this are real people. Qualitative data allows us to explore 
common themes found in the responses of people affected by these budget cuts. In a study by 
Livadiotakis, Gutman & Hollander (2003) qualitative interviews were conducted face-to-face with 
seniors who had been discharged from the Simon Fraser Health Region’s Community Care program.  
They had been receiving homemaking services and were accessed by their case mangers to be high 
functioning with the majority being classified as Primary Care clients (the lowest category of care 
needs in BC). All participants resided in either Burnaby or Maple Ridge (where the largest number 
of discharges took place) and had been discharged as of March 1999. 
According to Livadiotakis, Gutman & Hollander  (2003), when asked “overall, how are you 
coping since your home support service was eliminated and you were discharged from continuing 
care?”, answers fell broadly into these categories (Table 2):  
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Table 2  Qualitative Themes  
 
“betrayed and suffering in 
silence” 
“picking up the tab” “I can do it better” 
 
Physical or financial hardship 
 
Difficulty completing homemaking 
tasks alone 
 
Paying out of pocket for 
homemaking services 
 
Feelings of abandonment by 
Canadian health care system 
 
 
Paying out of pocket for 
services 
 
Financial burden for self or 
family 
 






Stated they could perform 
tasks better than the 
homemaking service 
 
Coping with little or no 
problem 
  
From Livadiotakis, Gutman & Hollander  (2003) 
 
The majority of former home care clients who had been cut from services and whose 
response was classified as “ I can do it better”, had been assessed by case mangers as able to 
complete homemaking tasks independently and about half self-rated their health to be good or 
excellent. (Livadiotakis, Gutman & Hollander, 2003). This subgroup of clients cut from home care 
services managed with little if any discomfort when services were no longer available to them.  
The majority of respondents reported some negative impact as a result of having their 
services terminated (Livadiotakis, Gutman & Hollander, 2003). It is not clear however what the 
incentive was for these individuals to do so. It is possible that those being interviewed for this study 
were hoping to have their services reinstated. If this was the case, there may have been some 
exaggeration of the negative aspects of the cuts.  
Also, reporting negative feelings associated with being cut from services or having to rely 
more on the informal network does not necessarily necessitate institutionalization. The negative 
feeling may fade in time and the informal networks may be able to cope, given that the clients were 
accessed to be high functioning. Qualitative research makes an important contribution to 
understanding the potential impact of cuts to the home support services of the elderly.   
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2.9 Questions to Consider 
 
Due to the fiscal restraints and health care reform of the 1990s, the body of literature on the 
Acute Care and Long Term Care substitution functions of Home Care (in particular the cost-
effectiveness) has been growing (Hollander & Tessaro, 2001); however, there has been very little 
research on the maintenance/preventive function of Home Care services or on the characteristics of 
light-care clients.  
Light-care clients in Ontario are found both within the CCAC system and outside it 
accessing services through community support agencies. Understanding the differences between 
elderly clients who receive services through the CCAC home care system compared with those who 
access services through community support agencies, may assist with evidence based decisions on 
how best to provide services to the growing number of elderly people and therefore growing number 
of home care clients. Defining who is in need of services is a difficult task, but as the Canadian 
population ages, decisions about allocation of limited resources will become a priority. 
The current research will explore the needs of light-care clients within the CCAC system 
using the Residential Assessment Instrument for Home Care (RAI HC) and those receiving services 
through community support agencies using the interRAI-Community Health Assessment ( interRAI- 
CHA).  
Comparisons between these two groups in terms of demographic variables, cognitive and 
functional impairments and mood may provide a clearer picture of the types of clients who do/do not 
receive funded CCAC services. Given that a client does receive CCAC services, what specific types 
of services do they receive? Furthermore, do they have a supportive network of family and friends to 
assist them?  Comparisons across time on impairment levels of home care clients will reveal changes 
in policy and/or practice of the CCAC home care system in terms of the types of clients to which 
they provide service. The RAI HC provides the opportunity for international comparisons among 
home care clients for the purpose of benchmarking; is Ontario providing services free of charge to 
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much more impaired or much less impaired clients on average than are other countries? And finally, 
based on a number of domains, the current research will attempt to predict the likelihood of receiving 
CCAC home care services.  
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3.0 METHODS  
 
The Resident Assessment Instrument for Home Care (RAI HC) and interRAI-Community 
Health Assessment (interRAI CHA) instruments are part of a suit of instruments designed by 
interRAI (www.interrai.org) to work together to form an “integrated health information system”. A 
common language is used among instruments to allow care providers from various health care 
setting to communicate and improve continuity of care.  Data collected using these assessment 
instruments provides useful information for the purposes of research and clinical practice.  The 
interRAI team includes members from over 20 countries, allowing for international comparisons and 
benchmarking (www.interrai.org). Algorithms embedded within these instruments provide outcome 
measures on a number of domains to researchers for analysis and to clinicians for the purposes of 
care planning and client evaluation. Outcome measures designed by interRAI researchers are 
vigorously tested for validity and reliability.    
The Methods of Assigning Priority Levels (MAPLe) algorithm will be used to define a sub-
population of the CCAC home care population referred to as “light-care” clients. The MAPLe 
algorithm was selected as the best way to define light-care clients because it is based on the current 
levels of impairment rather than on types of services being received (e.g., homemaking). Types of 
services provided may have been based on past service allocation decisions which may or may not 
have been regularly reevaluated. Also, the MAPLe algorithm has been shown to be a good predictor 
of risk of adverse outcomes. 
Those defined as being “light-care” CCAC home care clients will be compared with those 
receiving services through community support agencies. Research questions will explore: the 
demographics and characteristics of those receiving services through CCACs or CSAs, formal and 
informal service utilization, the affects of budget cuts to the CCAC system, provide international 
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comparisons of home care clients and attempt to predict the likelihood of receiving services through 
the CCAC system.    
3.1 RAI HC Instrument 
 
The RAI HC (Resident Assessment Instrument for Home Care) consists of the MDS HC 
assessment (Minimum Data Set for Home Care- see Appendix D) and CAPs (Clinical Assessment 
Protocols).  The RAI HC is intended to be completed by a health professional (e.g., Social Worker or 
Nurse). Some direct questioning of the client is required, but the assessor also observes the client in 
their home and consults other medical documents as needed to complete the RAI HC items.  The 
assessment is carried out in the client’s home and can be completed in two stages, spanning no more 
than two weeks, if desired. Items can be answered in any order. Items include many domains of 
interest for home care clients including informal support, ADL/IADL impairment, cognitive deficits, 
service utilization and health, among others (Morris et al., 1997). 
The development of the RAI HC began in 1993 with a group of international researchers. In 
1999, the RAI-Health Informatics Project (RAI-HIP) was piloted using 5000 clients from 13 CCACs 
throughout Ontario with funding from Health Canada’s Health Transition Fund.  Previously, the 
interRAI team had created an assessment instrument (the MDS 2.0) for use in nursing homes which 
was mandated for use for all Chronic Care Hospital patients in Ontario as of July 1, 1996. Although 
there were many items on the MDS 2.0 that applied to a home care population, there were also new 
items that needed to be added that focused specifically on home care clients (e.g., informal support; 
safety of the home environment).   
By Fall of 2001, the Ministry of Health and Long Term Care had mandated the RAI HC for 
use by all CCAC Case Managers to assess long term adult clients (expected to be on services for 60 
days or longer) applying for home care services. This currently amounts to approximately 133,000 
RAI HC assessments administered yearly in Ontario. Reliability trials in six countries (Australia, 
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Canada, Czech Republic, Japan and the USA) found the RAI HC to be as reliable as the MDS 2.0 
(Morris et. al., 1997). 
There are 30 CAPS (client assessment protocols) embedded in the RAI HC instrument. 
CAPS are triggered if certain combination of items in the instrument are answered in such a way that 
a concern arises. For example, the Falls CAP is triggered based on items including: unsteady gait, 
falls in the past 90 days, change in mental functioning and treatment for dementia or Parkinson’s 
disease. If a CAP is triggered, the assessor is made aware and may choose the best course of action 
required based on their knowledge of the client and clinical judgment. The CAPS are a type of 
summary measure that focuses the assessor on potentially important considerations when 
formulating a care plan (Morris et al., 2000).Outcome measures imbedded within the RAI HC 
provide clinical status indicators (interRAI, 2004) including scores measuring overall cognitive 
impairment, ADL and IADL impairment, depression, pain and frailty/deterioration  
 
3.2 interRAI CHA Instrument 
 
The interRAI-Community Health Assessment (interRAI CHA see Appendix E) assesses 
community-dwelling elderly who are not receiving long term (60 days or more) CCAC services. 
People aged 75 years or older were eligible to participate in the pilot, which took place in a number 
of community support agencies between 2004 and July 2006. This instrument is intended as a 
screener for people on the cusp of requiring CCAC support.  
Those assessed using the interRAI CHA may include: people who are receiving services 
equivalent to CCAC home care services but have accessed them without the use of the CCAC 
system; people receiving support through a volunteer organization such as meals on wheels; or 
people receiving support through their local community (e.g., seniors’ home complex).  
Those assessed using the interRAI CHA may not be receiving home care services through a 
CCAC for a number of reasons including: having been misclassified as not needing the service, lack 
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of awareness of services available to them, family support, an ability to pay out of pocket for any 
services they may require, or a change in functional status such that CCAC home care was no longer 
deemed necessary.  
Members of the ideas for Health research team at the University of Waterloo, trained 
individuals at 17 sites in Ontario, on how to correctly administer the interRAI CHA. The sites 
selected were those who replied to requests made for participation by the Ontario Association of 
Community Care Access Centres (OACCAC), Ontario Community Support Association (OCSA) 
and the Ontario Home Health Care Provider’s Association (OHCA). Those trained varied in number 
and qualifications depending on the size and nature of the site. Those trained in the administration of 
the interRAI CHA, selected clients from their case load based on the required criteria (75 years or 
older and not in receipt of long term home-care services). Of those who fit the criteria, consent was 
obtained from those willing to participate. Sites were asked to complete 100 assessments each but 
varied in terms of the number they eventually produced.  
Items on the interRAI CHA allow researchers to calculate a number of outcome measures and 
hierarchical scales including: Cognitive Performance Scale, Depression Rating Scale, IADL 
Involvement Scale, Pain Scale, CHESS and Self-Reliance Index.  
3.3 Defining Light-care Clients 
 
Light-care clients were defined using the MAPLe algorithm (see Appendix D). For the 
purposes of this paper, light-care clients were defined as those categorized as “low risk for adverse 
outcomes” using the MAPLe algorithm. MAPLe scores were calculated for all RAI HC clients aged 
75 or older, to determine what percent of clients belonged to the “low risk for adverse outcomes” 
category. The low risk category is defined as:  no ADL impairment (based on the ADL Hierarchy 
Scale) , a Cognitive Performance Scale score (based on memory, decision making, communication 
and eating performance) of  1 or less (Intact or Borderline Intact), no behavioural symptoms in the 
past 3 days (E3b=0 Verbally Abusive, E3c=0 Physically Abusive, E3d=0 Socially 
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Inappropriate/Disruptive, E3e=0 Resists Care) , no decline in decision making ability(B2b=0), no 
environmental hazards (bathroom/toilet room O1c=0, kitchen O1d=0, heating/cooling O1e=0, 
personal safety O1f=0, access to home O1g=0), no difficulty managing medications (H1db=0 or 1 
and Q1=0), no ulcers (Pressure Ulcers N2a < 3, or Stasis Ulcer  N2b < 3) and a self-reliant score on 
the Self-Reliance Index.  Appendix D shows the MAPLe algorithm in pictorial form. The MAPLe 
algorithm has been shown to predict both admissions to a long term care facility and caregiver stress. 
 
3.4 Outcome Measures Embedded in the RAI HC/interRAI CHA 
 
The outcome measures embedded in the instruments cover a number of clinically relevant 
domains providing clinicians and care providers with information to assist them with individual care 
plans as well as with agency decisions, and providing researchers with valuable data on clients 
utilizing the CSAs and CCACs in Ontario.  
 
3.4.1 Cognitive Performance Scale  
The Cognitive Performance Scale (CPS) combines a number of RAI HC items to provide an 
indication of a client’s cognitive status. It matches closely with the Mini Mental State Exam (Landi 
et al., 2000).  The CPS score is based on short-term memory, cognitive skills for daily decision 
making, expressive communication and eating self performance (Morris et al., 1994). A score of 0 
through 6 is assigned (see Table 3).   Similarly the CPS can be calculated using the interRAI CHA 
items (see Table 4). There is no eating item available on the interRAI CHA, so CPS= 5 or 6 are 
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1 Borderline Intact B2a=0,1,2,3 AND impairment=1 22 
 















5 Severe Impairment B2a=4 AND H2g=0,1,2,3,4,5 
 
5 
6 Very Severe 
Impairment 
 
B2a=4 AND H2g=6,8 1 
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C1=0,1,2,3 AND impairment=0 
 
1 Borderline intact C1=0,1,2,3 AND impairment=1 
 
2 Mild impairment C1=0,1,2,3 AND impairment=2,3 AND severe 
impairment=0 
 





C1=0,1,2,3 AND impairment=2,3 AND severe 
impairment=2 
 
5 Severe impairment C1=4 
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3.4.2 Activities of Daily Living (ADL) Self-Performance Hierarchy Scale   
The ability to perform ADLs are typically learnt in a certain order and lost in a certain order 
such that those learnt earlier are lost later. This scale takes into account late loss (e.g., eating) and 
early loss (e.g., hygiene) ADLs (Morris et al., 1999). A score of 0 through 6 is assigned (see Table 5) 
based on H2g Eating, H2c Locomotion in home, H2h Toilet use, H2i Personal hygiene. ADL 
impairment is very low in the CSA population and therefore the interRAI CHA does not contain 
enough information on ADLs to calculate this scale.  
 
Table 5 Activities of Daily Living (ADL) Hierarchy items for RAI HC 
 







All four score 0 
 
1 Supervision required All four score 1 or less AND at least one 
scores 1 
 
2 Limited Impairment All four score 2 or less AND at least one 
scores 2 
 
3 Extensive Assistance Required(I) Eating AND locomotion both score less than 
3 AND personal hygiene OR toilet use score 
3 or greater 
 
4 Extensive Assistance Required(II) Eating OR locomotion score 3 
 
5 Dependent Eating OR locomotion score 4 
 
6 Total Dependence 
 
All four score 4 
 
From: Canadian Collaborating Centre – interRAI, 2004. 
 41 
 
  Home Care in Ontario      
 
3.4.3 IADL Involvement  
Section H1a on the RAI HC lists seven self-performance measures of IADL. For this 
hierarchical scale, each item is scored as either performed independently (0), some help required (1), 
full help required (2), or done by others/did not occur (3). The 7 items scored 0-3 are summed to 
produce a score of 0 – 21. This scale was validated against the Lawson IADL scale and is described 
in Landi et al. (2000). 
In the interRAI CHA, items G1a-G1h are included with the exception of G1f (made to match 
the RAI HC items) is coded as shown in Table 6. 
 
 





1 Setup help only or Supervision or Limited assistance 
2 Extensive assistance or Maximal Assistance 
3 Total Dependence or Activity did not occur  (recoded to: 
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3.4.4 IADL Capacity  
The IADL Capacity Scale is also known as the IADL Difficulty scale. It measures difficulty 
on three IADLs: meal preparation (G1a), ordinary housework (G1b) and phone use (G1e). A higher 
score indicates more difficulty. The IADL Capacity scale is calculated using the RAI HC as shown 
in Table 7.  
 








No difficulty in any of three IADLs 
 
1 Some difficulty in one but no difficulty in the other two 
 
2 Some difficulty in two but no difficulty in other one 
 
3 Some difficulty in all three 
 
4 Great difficulty in one but less than great difficulty in the other two 
 
5 Great difficulty in two but less than great difficulty in the other one 
 
6 Great difficulty in all three 
 
From: Canadian Collaborating Centre – interRAI, 2004. 
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3.4.5 The Pain Scale   
The pain scale takes into account both the frequency and intensity of pain experienced. It 
was validated against the Visual Analogue Scale (VAS), specifically the vertical version (v-VAS) in 
Fries et al. (2001).  A score on the MDS Pain Scale is assigned for the RAI HC and the interRAI 
CHA as shown in Table 8. 
“Present but not exhibited in last 3 days” (J5a =1) and “exhibited on 1-2 of last 3 days” (J5a 
=2) on the CHA are equated with “less than daily” on the RAI HC (K4a=1). Also, the RAI HC 
distinguishes between “daily multiple periods” and “daily one period” while the interRAI CHA does 
not distinguish. 
 
Table 8 Pain Scale items for RAI HC/interRAI CHA 
 











1 Less than daily pain K4a=1 J5a=1 or 2 
 
2 Daily pain but not severe K4a=2 or 3 AND K4b= 1 or 
2 
J5a=3 AND J5b=1 or 2 
 
3 Severe daily pain K4a=2 or 3 AND K4b= 3 or 
4 
 
J5a=3 AND J5b=3 or 4 
From: Canadian Collaborating Centre – interRAI, 2004. 
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3.4.6 Depression Rating Scale  (DRS) 
According to Burrows and colleagues (2000) a score of 3 or more suggests major/minor 
depression with a possible score on the DRS ranging from 0 to 14. The DRS considers the following 
items on the RAI HC and interRAI CHA (see Table 9). 
 
 




Negative statements E1a 
 
Persistent anger E1b 
 
Expressions of unrealistic fears E1c 
 
Repetitive health complaints E1d 
 
Repetitive anxious complaints E1e 
 










3.4.7 Self-Reliance Index (SRI) 
The newly developed Self-Reliance Index categorizes people as being either self-reliant or 
impaired. It is a particularly sensitive measure that allows researchers to distinguish between the 
“low” and “mild” categories using the MAPLe algorithm (see Appendix D). Its purpose is to 
decrease assessment burden for lighter needs clients. Those who are determined to be self-reliant 
need only have a two page screener assessment completed rather than the entire assessment.  On the 
RAI HC, seven items determine a person’s status: cognitive skills for daily decision making (B2), 
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stamina (H6b), meal preparation (H1aB), ordinary housework (H1bB), transportation (H1gB), 
personal hygiene (H2i) and bathing (H2j). Those defined as self-reliant must be independent in daily 
decision making and independent in at least 3 of the other 6 items. A person who is categorized as 
self-reliant is able to make daily decisions and has minimal functional impairment. He/she would 
likely be able to manage at home for a short period of time without any assistance. Using the 
interRAI CHA, self-reliance is based on being independent/set-up help only, on the 3 ADLs 
(bathing, personal hygiene and walking) and being independent in cognitive skills for daily decision 
making. This index is a more sensitive measure than the ADL hierarchy, when considering clients 
with lighter care needs.    
3.4.8 Changes in Health, End-stage disease and Sign and Symptoms (CHESS)  
The CHESS score (Hirdes et al., 2003) is a measure of instability of health and decline in 
ability to function. On the RAI HC, it takes into account items that in combination, may suggest 
frailty/instability including: vomiting, dehydration, leaving food uneaten, weight loss, shortness of 
breath and edema as well as decline in cognitive or ADL function or end stage disease items.  Scores 
range from stable (0) to the highest level of instability (5). 
The CHESS score using the interRAI CHA ranges from (0) to (4) and takes into account 
vomiting (J2j), dehydration (K1b), weight loss (K1a), shortness of breath (J3) a decline in decision 
making (C3), or a decline in ADL status (G5).   The end stage disease items, edema and leaving food 
uneaten are not available in the interRAI CHA.  For the purposes of comparison between these two 
groups, a score of 4 and 5 was combined into CHESS=4 for the RAI HC.  
 
3.4.9 Method of Assigning Priority Levels (MAPLe) 
The MAPLe algorithm (see Appendix D) derived from the RAI HC is used to categorize 
home care clients into 5 levels of risk for adverse outcomes (low, mild, moderate, high, very high). 
Adverse outcome risk is based on a client’s cognitive status, ADL impairment level and a variety of 
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behavioral disturbances. A client with a higher MAPLe score is more likely to be eligible for 
services and may be more likely to require long term care facility admission (Cormack, Varey & 
Voelker, 2004). A client identified as “low risk” is at low risk for nursing home admission, low risk 
for causing informal caregiver burnout and on item O2b both the client and caregiver are most likely 
to answer “no” to feeling the client would be better off living in another environment. The interRAI- 
CHA lacks the information needed to calculate a MAPLe score (e.g., ADL Hierarchy, ulcers and 
behavioural symptoms). 
 
3.5 Analysis of the Data 
 
  Data was analyzed using SAS 9.1 for windows.  Prior to formal analyses taking place, data 
were checked for dubious values. Any errors found were set to missing values excluding that 
individual value from the current analysis but not excluding the client from the entire database. 
Following cleaning of the data, a number of questions were explored using data from the RAI HC 
and interRAI CHA assessment instruments.   
 
3.5.1 Question # 1 Demographics of elderly within and outside of the Home Care 
system 
The demographics of light-care and non light-care home care clients (measured using the 
RAI HC) were compared with the demographics of those not receiving long-term home care services 
through a CCAC (measured using the interRAI CHA). Of particular interest were the characteristics 
of light-care home care clients and how they compare with those assessed using the interRAI CHA, 
since it was expected that overlap may exist between these two groups.  
 The frequencies of a number of demographic variables were calculated from both the RAI 
HC and interRAI CHA data sets. Some items in the response sets were combined due to small 
sample size (e.g., combining Marital Status= Separated with Marital Status= Divorced).  
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Demographics for RAI HC: Gender (BB1);  Age (calculated using BB2a);   Primary 
Language (BB5); Marital Status (BB4) Never married, Married, Widowed, or 
Separated/Divorced);  Education (BB6) No schooling, up to Grade 11, High school, Technical or 
trade school, College/Bachelor’s/Graduate Degree);   Where client lived at time of referral (CC5)  
Private home or apartment with/without home care, group home/assisted living/residential care;   
Who client lived with at referral  (CC6) Lived alone,  with spouse, with adult child, with other 
relatives, in group setting not with relatives.   
Demographics for interRAI CHA: Gender (A2);  Age (calculated using A3);  Marital 
Status (A4) Never married, Married, Widowed, Separated/Divorced; Primary Language (B3); 
Client’s Residential/Living status at time of assessment (A11) Private home/apartment, Board & 
care/assisted living;   Living Arrangement (A12)   Alone, with spouse, with adult child, with non-
relative.  
3.5.2 Question # 2 Characteristics of elderly within and outside of the Home Care 
system 
The interRAI CHA does not contain enough information to calculate all possible outcome 
measures found in the RAI HC. Characteristics of those outside the home care system can be 
explored in terms of their mean Cognitive Performance Scale, Depression Rating Scale, IADL 
Involvement Scale, Pain Scale, CHESS and Self-Reliance Index. Of particular interest will be the 
mean scores of interRAI CHA clients on these scales, compared with Provincial RAI HC (both light-
care and non light-care) clients who are currently receiving long term home care services. Other 
characteristics of interest include: disease diagnoses, falls, lifestyle choices and self-reported health. 
3.5.3 Question # 3 Formal Care Service Utilization by light-care clients 
Understanding the needs of light-care clients and the effect that cutting them from services 
may have, requires knowledge of the formal and informal support services they currently receive. On 
the RAI HC, item P1 indicates number of days/hours/minutes of services utilized in the past 7 days 
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or since the last assessment was completed if less than 7 days ago. Formal care services utilized with 
sufficient frequency include: Home health aid (P1a), Visiting nurse (P1b), Homemaking (P1c), 
Meals (P1d), Physical therapy (P1f), Occupational therapy (P1g),Speech therapy (P1h), Day care or 
day hospital (P1i). Which of these services were provided and the average hours of each service to 
both light-care and non light-care clients will be explored. 
 
3.5.4 Question # 4 Informal Care Service Utilization by light-care clients 
Questions about informal support are located in Section G of the RAI HC. A primary and 
secondary informal support source may be named. Items of interest include: whether the informal 
caregiver lives with the client (G1e); the relationship of the caregiver to the client (G1f)  adult child, 
spouse, other relative, friend or neighbour; the types of care the caregiver provides IADL care (G1h), 
ADL care (G1i); questions on caregiver status (G2a) A caregiver is unable to continue in caregiving 
activities, (G2b) Primary caregiver is not satisfied with support received from family and friends, 
(G2c) Primary caregiver expresses feelings of distress, anger or depression; and hours of ADL/IADL 
care provided by the informal caregivers across the weekdays (G3a) and weekends days (G3b). 
Hours across weekend and weekdays will be combined to get an estimate of average weekly 
caregiving hours. 
Informal support networks for light-care clients are of particular interest because if they are 
cut from formal home care services, there must be family/friends/neighbours available to support 
them.  For comparison purposes, the formal and informal support utilized by those home care clients 
categorized as not being light-care, is also of interest.  
3.5.5 Question # 5 Comparisons pre and post budget freeze (Summer 2001) 
Trends across time will be explored in terms of changes to the impairment levels of home 
care clients between 1998 and 2005; specifically around the year 2001 when cuts were made to the 
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CCAC system. Chi-Square will be used to test for significant change across time in the percentage of 
home care clients with high levels of impairment on a number of outcome measures including 
Cognitive Performance Scale, Depression Rating Scale, ADL Hierarchy, IADL Capacity, Pain Scale, 
CHESS, MAPLe, Self-Reliance and informal support hours.  Time will be collapsed into a binary 
measure of pre and post budget cuts occurring around the summer of 2001.   
3.5.6 Question # 6 Home Care International Comparisons  
The Aged in HOme Care Project (Carpenter et al., 2004), compares a number of home care 
client variables across 11 European countries. Data collected from the RAI HC instrument, will be 
used to expand this study to incorporate Ontario home care data and for the purposes of 
benchmarking. The variables of interest include: gender, age, percentage of clients living alone, 
mean Cognitive Performance Scale score and mean ADL Hierarchy Score. These analyses will 
provide an indication of where Ontario fits in terms of the characteristics of its home care clients 
compared with a number of European countries. When possible, Ontario’s community support 
agency data will also be included in these comparisons.  
 
3.5.7 Question # 7 Predicting CCAC Service Utilization 
 Logistic regression will be used to predict the likelihood of utilizing CCAC services. Those 
utilizing CCAC services will be those assessed using the RAI HC. Those not utilizing CCAC 
services will be those assessed using the interRAI CHA. CCAC service use is the binary dependant 
variable (assessment type) with a number of independent variables, including hierarchical scales, 
being considered for inclusion in the model. Models will also be created for predicating being a 
light-care CCAC client versus a CHA client and being a LC CCAC clients versus a subpopulation of 
CHA clients who do not use supportive housing services. 
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RAI HC Data 
RAI HC data were collected by CCAC Case Managers as part of normal clinical practice. 
Unique cases between April 2004 and March 2005 were analyzed. Data were analyzed for those 
expected to be on services for 60 days or longer, who were 75 years or older and who matched with 
an interRAI CHA site in terms of geographic location.  The data analyzed included 14 CCACs with a 
total sample size of 39,241; 20.8% had a MAPLe score of 1 and were therefore defined for the 
purposes of this paper, as being “light-care” (n=8163). Substantially variation existed among CCACs 
(see Figure 2) in terms of the percentage of their clientele who were defined as light-care; 
percentages varied from 12% of clients in one CCAC to 31% in another.   
Another RAI HC data base was used for comparisons across time. Data collected in the 
Waterloo region between 1998 and 2005 was used for these analyses. This data set was chosen 
because it had assessments collected across so many years and provided the opportunity for 
longitudinal comparisons and observation of change across time in impairment levels of CCAC 
clients.  
 
Figure 2 Percentage of light-care clients by CCAC 
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interRAI CHA Data 
 interRAI CHA data were collected from 17 community support agencies in Ontario. Those 
eligible to participate were aged 75 years or older and not currently receiving CCAC services. Ethics 
clearance for the pilot project was obtained in November 2004 and all sites were trained by January 
2005. As of February 2006, 834 assessments had been collected providing 796 complete assessments 
to be analysed (see Figure 3). CSA clients were further divided into two relevant categories for 
some analyses. Four sites reported that the majority of their clients accessed supportive housing 
services (CHATS, Luthervillage, Baycrest and St Joseph’s). All assessments from these four sites 
were classified as supportive housing for a total sample size of 279. The other sites had mostly non-
supportive housing clients so were classified as such for a total sample of 517.  
 











Community Care Access 
Centres 
n=796  n=39,241 
 
Light-Care Non Light-Care Supportive 
Housing 
Non Supportive 
Housing   
    
n=8163  n=31,078 n=290 n=506 
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 The results section consists of comparisons between CCAC and CSA clients in terms of a 
number of demographic and characteristic variables, types of formal support received by CCAC 
clients, the informal support network of CCAC clients, comparison across time in the impairment 
levels of clients provided with CCAC services, international comparisons, and three logistic 
regression models.  
4.1 Demographics of elderly within and outside of the home care system 
 
4.1.1 Demographics  
Demographic comparisons were made among three client types: non light-care home care 
client (NLC), light care home care clients (LC) and those receiving services through a community 
support agency assessed using the interRAI CHA (CHA). Type of client was significantly related to 
all demographic variables (see Table 10).  
The mean (SD) age of clients was very similar among the three groups: NLC clients had a 
mean age of 84.7 (5.5) years, LC clients had a mean age of 83.7 (5.1) years and CHA clients had a 
mean age of 83.8 (5.1) years.  Most clients in all three groups were widowed, with married being the 
next most common marital status. Never having been married, being divorced or being separated was 
very uncommon among the three types of clients. No information is collected on education level in 
the interRAI CHA so comparison could only be made between types of home care clients. Having no 
schooling was rare in both groups, but twice as common in NLC compared with LC clients (3.7% 
and 1.3% respectively). Post secondary education (including college, university, bachelor’s or 
graduate school) was more common in LC clients than in NLC clients (16.4% and 14.7% 
respectively). Other categories of education were similar between these two groups. Most spoke 
English as their primary language.  French and Italian were the next most common primary 
languages spoken by 10% of NLC clients compared with less than 1% of CHA clients.  NLC clients 
and CHA clients had nearly twice the percent of those who spoke languages other than English, 
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French or Italian (14.4% and 12.8% respectively) compared with LC clients (7.8%). Most clients 
lived in a private home at the time of referral (with or without home care services). A higher 
percentage of CHA clients (27.5%) lived in a group home or type of assisted living facility compared 
to  either type of home care client (7.6% of non light-care and 7.6% of light-care clients). Most CHA 
and LC clients lived alone (66.7% and 62.5% respectively); while only 33% of NLC clients lived 
alone. Of those who did not live alone, most lived with a spouse or adult child; few lived with non 
relatives, or in a group home.    
 
4.2 Characteristics of elderly within and outside of the home care system 
 
4.2.1 Disease Diagnoses 
 Table 11 summarizes the percentage of LC, NLC and CHA clients that had diseases that 
were present at the time of assessment. Differences among the groups were found to be statistically 
significant. Arthritis, Hypertension, Coronary artery disease and Osteoporosis were very common 
among both types of home care clients but were not inquired about in the CHA group. Arthritis, 
affected 61.2% of LC and 51.2% of NLC clients; Hypertension affected 55.3% of LC and 52.2% of 
NLC clients. The most common diagnoses/conditions across all three groups were Stroke or 
Diabetes. A Cancer diagnosis within the last 5 years occurred for 11.2% of NLC, 13.8% of LC and 
15.6% of CHA clients.  Alzheimer’s disease was most common among NLC clients (10.7%) 
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Table 10  Summary table of RAI HC and interRAI CHA demographics  





Response Set Non Light-






































Education No Schooling 












































































































 (84.6 - 84.8) 
 
83.7 
(83.6 – 83.9) 
 
83.8  




NA= No Information Available 
                                                 
2 Numbers are reported in percent (n) with the exception of Age which is reported as a mean value with 
corresponding confidence limits 
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Table 11 Disease diagnoses (RAI HC) 
   































26.4(2126) NA p = 0.02 
Stroke 22.0(6832) 
 
12.1 (988) 15.7(125) p<.0001 
Diabetes 21.4(6645) 
 
18.5(1507) 18.2(145) p<.0001 
Osteoporosis 20.7(6435) 
 
23.3(1899)  NA p<.0001 
Other Dementia 16.7(5197) 
 





12.3(1006) 9.8(78) p<.0001 





13.8(1128) 15.6(124) p<.0001 
Alzheimer’s 
 
10.7(3331) 0.7(59) 5.7(45) p<.0001 
 
NA= Data not available
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4.2.2 Outcome measures  
Embedded within the assessment instruments are a number of outcome measures that can 
assist health care professionals in evaluating health status.  In the CHA population, these measures 
may be used to indicate the potential need for a client to be assessed using a more in-depth 
assessment instrument (i.e., RAI HC).   Some of these outcome measures are used to define what it is 
to be a “light-care” client (e.g., CPS and SRI) and so cannot be used to compare between LC and 
NLC clients. Scores on outcome measures differ among client types as shown in Table 12. 
Mean CHESS and DRS scores are significantly higher for NLC clients compared to both LC 
and CHA clients. LC and CHA clients do not differ on these scores. Mean Pain scale scores and 
IADL Capacity scores are highest for NLC clients followed by LC followed by CHA clients. CPS 
and SRI scores are higher for home care clients than they are for CHA clients on average. 
 
Table 12 Average scores on Outcome Measures  
Outcome 
Measure 
Mean (95% CI ) scores 
for Non Light-care 
clients 
Mean (95% CI) scores 
for Light-care clients 
 
Mean (95% CI) 











Yes 88.5 (34726) 























Pain Scale 1.22 (1.20-1.23)  1.28(1.26-1.31) 0.82 (0.75-0.89) 
 
*CPS and SRI are reported for home care clients overall, not split by LC/NLC because these 
measures are used to distinguish between LC/NLC clients based on the MAPLe algorithm 
** All values reported are averages with the exception of the binary variable Sri which is 
reported as a percent. 
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4.2.3 Other Characteristics  
A number of other characteristics were compared among the three types of clients (see Table 
13). The majority of clients experienced no falls in the 90 days prior to the assessment. CHA clients 
were the least likely to have fallen, followed by LC clients, followed by NLC clients. However, most 
(63%) NLC clients experienced some unsteady gait while less than half of LC and CHA clients 
experienced it (39.1% and 40.9% respectively). Most clients did not report being in poor health. Non 
light-care clients reported being in poor health the most often of the client types (21.2%) compared 
with light care clients (14.2%) and CHA clients (6.0%). Most do not report feelings of loneliness; 
NLC clients have the largest percentage of clients who report being in poor health and the smallest 
percentage of clients who report feeling lonely. Approximately 95% of all clients report not being 
daily smokers.  
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Table 13 Summary table of RAI HC and interRAI CHA Characteristics 
  Home Care CHA Sig. 
 
































































94.8(7742) 95.1(757) p = 0.01 
Self-Report 













4.3 Formal care service utilization by light-care clients 
The RAI HC inquires about services received in the last 7 days. In Table 14, the average 
hours of each service provided in the past week (when service time was greater than 0), is given for 
light-care and non light-care clients. Table 14 also lists the percentage of clients who received any of 
each service.  A higher percentage of NLC clients receive each type of formal home care service 
compared with LC clients.  Mean hours of services per week were higher for NLC clients for most 
services with the exception of physical, occupational and speech therapy. These rehabilitation 
services were provided more to NLC clients but the hours provided on average each week did not 
differ significantly between groups.  
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Home health aid and Homemaking services are often provided by the same person and are 
referred to as “homemaking/personal support” in the literature. The majority (70.5%) of LC and the 
majority (77.7%) of NLC clients received some personal support/ homemaking services. Similarly, 
occupational, physical and speech therapies are often combined in the literature and referred to as 
“rehabilitation services”.  If these services are combined, 8.3% of LC and 19.4% of NLC clients 
received one or more kinds of rehabilitation services.  
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Table 14 Formal care services (RAI HC Provincial Data) 
If receiving service, average hours 
received in 1 week 
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4.4 Informal care service (RAI HC) 
Primary Caregivers   
Comparisons were made between caregivers who supported LC versus those who supported 
NLC clients (see Table 15). Higher percentages (55.9%) of primary caregivers (PC) of LC clients 
do not live with the client compared with PC of NLC clients (41.9%). If the client was married, the 
spouse was the primary caregiver most of the time; an adult child most often took on the role of the 
secondary caregiver (SC). Other relatives or friends served as primary caregivers less often but more 
for LC than for NLC clients. Caregiver support was provided to a higher percentage of NLC clients 
than LC clients with IADL support being provided by most primary caregivers and ADL support 
being provided less.  
Table 15 Informal Caregiver  
 
  Informal Caregiver 
 












No (PC)  
Yes (PC) 
Has No PC 
 
No (SC)  
Yes (SC) 





































































p < .0001 
p < .0001 
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 The RAI HC has three items that inquire about the status of the caregiver. These include 
whether the caregiver is: unable to continue in caregiving activities; unsatisfied with the support they 
get from family/friends; or expresses feelings of distress, anger or depression. The majority (95.8%) 
of caregivers of LC clients indicated none of these to be the case; while those caring for NLC clients 
indicated none of these to be the case 81.3% of the time.  Caregivers of LC clients experienced these 
negative feelings less often than did caregivers of NLC clients answering in the affirmative to being 
unable to continue in caregiving activities (2.5% and 9.7% respectively); to being unsatisfied with 
the support they get from family/friends (0.5% and 2.6% respectively); and expressing feelings of 
distress, anger or depression (1.7% and 10.4% respectively). 
 LC clients received less informal support care hours in a given week than did NLC clients. 
LC clients received an average of 9.7 hours of informal support (SD=11.1) in a given week (across 
weekend and weekdays) with 12.8% receiving no informal support time. NLC clients received an 
average of 23.9 hours (SD=24.8) of informal support in a given week (across weekend and 
weekdays) with 5.9% receiving no informal support time. 
 
Satisfaction with Living Arrangement 
 
Most client and caregiver did not feel that the client would be better of living elsewhere. This was 
the case for 89.7% of LC clients and 74.3% of NLC clients.  
4.5 Comparisons pre and post budget freeze (Summer 2001) 
 
 
Table 16 shows change across time in the percentage of home care clients with cogntive and 
functional impairments as well as changes in the hours of informal support provided. Impairments in 
cogntion (CPS), ADLs, IADLs, CHESS and MAPLe all show significant change (an increasing 
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trend), suggesting that the home care system is targetting a more impaired population. Pain levels 
showed significant change across time with  decreasing trend. Depression and informal support 
hours varied across time.  
Table 17 collapsed time into a binary measure being either pre CCAC budget freeze (before 
Summer 2001) or post budget freeze. With the exception of pain, which shows a significant decrease 
across summer 2001, all other impairments appear to increase in the home care population after the 
budget freeze. Signifcant increases are found in CPS, ADLs, CHESS and Maple. This indicates that 
post budget cuts, the CCAC system was targetting their services to a more impaired population.  
The significantly lower levels of pain observed after the summer 2001 budget cuts may 
appear to be a surprising result considering that those with lighter-care needs (and presumably lower 
pain levels) were becoming less a part of the home care population post budget cuts. However, Fries 
and colleagues (2001) state that it may be more difficult to detect pain in elderly clients with 
cognitive impairment; even those with moderate cognitive impairment. The current research shows 
that while rates of daily pain were lower the rates of cognitive impairment were higher. Therefore, 
the apparent lower rates of daily pain among home care clients post cuts may be explained by a 
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44.2(175) 48.3(318) 44.3(546) 50.1(478) 57.5(733) 58.2(1273) p<.0001 
CHESS 2+ 
 
25.5(101) 27.2(179) 36.1(444) 34.4(328) 32.2(410) 42.8(937) p<.0001 
MAPLe 3+ 
 
59.3(235) 61.4(404) 58.0(715) 62.7(598) 71.3(909) 72.3(1582) p<.0001 
Pain 2+ 
 
54.8(217) 54.6(369) 55.7(686) 50.5(482) 46.0(586) 49.2(1075) p<.0001 
DRS 3+ 
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46.0(1299) 57.3(2224) p<.0001 
CHESS 2+ 
 
9.3(262) 12.7(493) p<.0001 
MAPLe 3+ 
 
59.5(1679) 71.2(2764) p<.0001 
Pain 2+ 
 
54.3(1531) 48.3(1874) p<.0001 
DRS 3+ 
 

























Figure 4  shows a decrease in the average hours of homemaking/personal suppot provided to 
home care clients across time. In particular, a decrease is observed in homemaking provided to the 
lightest care clients around the time of the budget freeze. A decrease in hours occurred at all MAPLe 
levels. MAPLe scores of 1 and 2 showed similar patterns across time so were therefore combined; 
similarly, MAPLe scores of 4 and 5 were combined. Homemaking/Personal Support hours were very 
low for MAPLe 1 and 2 clients while MAPLe level three clients showed similar average hours to 
those with a higher MAPLe score. Substantial differences in 1998 may be a reflection of a small 
sample size. Table 18 shows the 95% confidence around these means. 
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Table 18 Confidence Limits for Homemaking/Personal Support Hours  
 
 Year 
 1998 1999 2000 
 
2001 2002 2003 2004 2005 
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  Figure 5 shows some increase in informal support hours around the time of the budget freeze 
(2001) This is true for all levels of MAPLe. Average hours increase as MAPLe score increases. 
Table 19 shows the 95% confidence around these means. 
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  Figure 6 looks at caregiver stress across time by maple category. For the most part, caregiver 
stress increased as MAPLe score increased. The crossover observed in 1998 may be explained by the 
small sample size in that year.  Caregiver stress peaked for the highest MAPLe score clients around 
the time of the budget freeze. Maple score 1 and 2 clients are at low risk for causing caregiver stress 
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Figure 7 shows change across time in average hours of homemaking and average hours 
informal suppot provided to home care clients for all levels of MAPLe. The hours of homemaking 
show a decrease around the time of the budget freeze while the hours of informal care show an 
increase at this time. This sugests that when homemaking is decreased the informal support network 




Figure 7 Homemaking hours and Informal Care hours across time 
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4.6 International Home Care Comparisons  
Using data from the Aged in HOme Care Project (Carpenter et al., 2004), graphs were 
produced that compared their 11 European countries with Canadian data on variables including: Age, 
Gender, Marital Status, percent of clients living alone, average CPS score and average ADL 
Hierarchy Score. The cut-off age for inclusion in this comparison was 65 years in order to match 
Ontario data with the international data.  
Country short forms are as follows: I=Italy, F=France, D=Germany, UK=England, CZ= 
Czech Republic, NL=The Netherlands, FL=Finland, IS=Iceland, DK=Denmark, S=Sweden, 
NO=Norway, CA=Canada (HC=Home Care clients; SH CHA =Supportive Housing CHA clients; 
NSH=Not Supportive Housing CHA clients). 
 
Age (Figure 8): 
The average age of elderly home care clients was 80.6 (SD=7.4) years for men and 82.2 
(SD=7.4) years for woman in Canada. CSA clients in Canada who utilized supportive housing had a 
mean age of 85.5 (SD=5.3) years and those who did not utilize supportive housing had a mean age of 
83.0 (4.7). The Both Italy and Finland had younger men on average in the home care system (77.9 
years SD=7.5 and 77.9 years SD=8.8 respectively). Norway had older men on average in the home 
care system (82.9 years, SD=6.3). The Netherlands had the youngest females in the home care 
system on average (80 years, SD=6.8); Denmark had the oldest (84.5 years, SD=6.7). The average 
age of elderly home care clients in Ontario was 80.5 years for men and 82.2 years for women, 
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Data for the European countries from: The Aged in Home Care project, Carpenter et al., (2004) 
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Gender (Figure 9): 
Most home care clients aged 65 years or older were woman. This is true for Canada’s home 
care clients (69.4%) and CHA client as well as for all countries that were part of the AdHOC 
(Carpenter et al., 2004) research project. The percent varied from 63.1% in Italy to 82.2% in Finland. 
Canada had a smaller percentage of female home care clients than the European countries, on 
average (69.4% versus 74.5%). 
 
Figure 9 Percentage of Home Care Population who are Female, by Country 
 


















Data for the European countries from: The Aged in Home Care project, Carpenter et al., (2004) 
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Living Alone:  
Substantial variation existed among countries (Figure 10): Canada had 39.4% of its elderly 
home care population living alone; Italy has 12.8%; and Finland has 83.8%. Most supportive housing 
CHA clients in Canada live alone (79%). This may reflect clients who live in a supportive housing 
facility in their own rooms.  
 
 
Figure 10 Percentage of Home Care Clients Who Live Alone, by Country 
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CPS and ADL Hierarchy Scores by Country:  
The Aged in HOme Care Project (Carpenter et al., 2004) plotted average CPS by average 
ADL Hierarchy Scale (Figure 13). Home care clients in France and Italy, on average, had high levels 
of both cognitive and ADL impairment. The Netherlands, Czech Republic, Finland, Iceland, 
Denmark, Sweden and Norway had lower levels of impairment among their home care clientele. 
Germany, United Kingdom and Canada (when it was added to this graph) fell midway between these 
two clusters. 
 Canadian elderly home care clients had an average CPS score (Figure 11) of 1.2(SD=1.5).  
Supportive Housing CHA clients had a lower CPS score on average than did Canadian HC clients 
but a higher CPS score on average than did NSH clients. Average CPS scores for home care clients 
in the European countries found France on the high end (2.2, SD=2.2) and Sweden on the low end 
(0.4, SD=0.8). Canada’s home care clients averaged ADL Hierarchy scores ( Figure 12) of 
0.87(SD=1.4), compared with Italy on the high end (2.8, SD=2) and the Netherlands (0.2, SD=0.8), 
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Figure 11 Average CPS Score for Home Care Clients, by Country 














Figure 12 Average ADL Hierarchy Score for Home Care Clients, by Country 


















Data for the European countries from: The Aged in Home Care project, Carpenter et al., (2004) 
Note: the interRAI CHA does not provide enough information to calculate an ADL Hierarchy score 
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Figure 13 Average CPS by Average ADL Hierarchy Score, by Country 
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Data for the European countries from: The Aged in Home Care project, Carpenter et al., (2004) 
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4.7 Predicting CCAC Service Utilization 
 
All 42 Community Care Access Centres, in Ontario, assessed their clients using the RAI HC 
between April 2004 and March 2005; producing 133,286 unique assessments. A combined data set, 
from these RAI HC data and interRAI CHA data collected from 17 community support agencies, 
was created for variables of potential interest to be included in the logistic regression.   
The sample size for the combined data set was 88,865 (796 of which were interRAI CHA 
assessments). For the purposes of the logistic regression, CCACs were included, only if they 
matched regions with an interRAI CHA site (see Table 20). Also, the RAI HC data was limited to 
those 75 years or older in order to match the interRAI CHA age cut-off.  This combined data set used 
for the analysis had a total sample size of 40037, with 796 interRAI CHA clients and 39,241 RAI 
HC clients (20.8% of which were light-care). Weights were added to the RAI HC data (wt=0.0211) 
due to the unbalanced sample sizes between the two data sets; however, weighting made little 
difference to the equation and was later dropped.  
SAS offers a forward, backwards and stepwise process of selecting potential variables to 
enter into the logistic regression equation. However, using these automatic processes ignores clinical 
considerations and does not allow a researcher to enter a variable one at a time to see how it affects 
the equation. Therefore, these automatic processes were not used to create the logistic regression 
equation.  
Where possible, scales were used as potential independent variables rather than individual 
items due to the fact that scales can provide a more comprehensive measure of a domain than could a 
specific item; for example, the Pain Scale incorporates both intensity and duration of pain while a 
single item could only consider one of these measures. However, individual items at times appear in 
more than one scale (e.g., cognitive skills for daily decision making appear in both the CPS and SRI 
scales) and therefore to avoid redundancy, use of one scale in the equation negated use of the other.  
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After Chi-square and Odds Ratios were calculated for each item in relation to assessment 
type (interRAI CHA or RAI HC), clinical considerations were made from knowledge of the 
literature. Interaction terms (suggested in the literature) were tested for significance and found not to 
be significant.   
Bivariate analyses (Table 21) revealed significant relationship between the majority of 
potential independent variables and assessment type (interRAI CHA or RAI HC). Multicollinearity 
was tested for and found not to be a concern for the variables included in the equation.  
Logit plots were made for each variable to assess linearity and decide whether they could be 
included in the logistic regression equation as ordinal rather than as a class variable.  CPS, IADL 
Capacity, CHESS and Isolation all appeared linear; pain and hygiene somewhat linear; DRS, IADL 
Involvement and bathing appeared non-linear. The Odds Ratio and corresponding 95% C.I. and c 
statistic for each potential independent variable, controlling for gender and age, was calculated 
(Table 22) in order to determine possible candidates for the logistic regression equation.    
Age and gender were non-significant and therefore not included in the final equations.   
Three final logistic models were compiled. The first was predicting being either a CCAC or CSA 
client.   The second predicted being a LC CCAC client versus a CSA client and the third predicted 
being a LC CCAC  versus being a CHA client who did not utilize supportive housing services. The 
final equations included variables/scales from a variety of relevant domains and remained 
parsimonious while providing a high c statistic.  
Not being self-reliant, having ADL decline, having more falls, self reporting to be in poor 
health, not reporting being lonely and living with others make one more likely to be receiving CCAC 
home care support (rather than support through a community support agency).  The final c statistic 
for the first model (Table 23) was 0.85. 
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Table 20 CCACs matched by location with interRAI CHA sites 
 
 
interRAI- CHA SITE (18) CCAC (14 unique matched by region)
 
 




Heidehof Supportive Housing- St. Catherine’s Niagara 
 
Luthervillage -Waterloo Waterloo Region 
 
St. Joseph’s Health Centre -Guelph Wellington-Dufferin 
 
Scarborough Support Services for the Elderly Scarborough 
 
Gananoque Area Services to Assist Independent Living Lanark, Leeds, Grenville 
 
South Essex Community Council - Leamington Windsor/Essex 
 
Etobicoke Services for Seniors Etobicoke York 
 
CHATS -Aurora York Region 
 
Joyce Scott Non-Profit Homes -Milton Halton 
 
Helping Hands -Orillia Simcoe Country 
 
Community Care City of Kawartha Lakes -Lindsay Halliburton, Northumberland, Victoria 
 
St. Pauls’ L’Amoreaux  Seniors Centre- Scarborough Scarborough 
 
Community Care East York East York 
 
Baycrest - NorthYork North York 
 
Town and Country -Clinton Huron 
 
York Public Health York Region 
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p < .0001 
 
Depression Rating Scale 5.53 p < .05 
 




26.59 p < .0001 
Marital Status 
 
127.76 p < .0001 
Living Arrangement 
 
645.21 p < .0001 
Lives With 
 
368.13 p < .0001 
IADL Capacity 
 
3477.89 p < .0001 
IADL Involvement 
 
2431.07 p < .0001 
CHESS 
 
50.57 p < .0001 
Self-Reliance Index 
 
1638.05 p < .0001 
Bathing 
 
1801.10 p < .0001 
Hygiene 
 
294.07 p < .0001 
Isolation 
 
237.77 p < .0001 
Lonely 
 
128.68 p < .0001 
ADL Decline 
 
290.16 p < .0001 
Activity Levels 
 
471.77 p < .0001 
Falls 
 
140.49 p < .0001 
Self-Reported Health 
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Sig. c  
Statistic 
CPS  1.48 1.38 – 1.58 <.0001 0.63 
 
COG CPS divided into 
3 categories 
 
2.73 2.30 – 3.26 <.0001 0.63 
DRS  1.08 1.03 – 1.13 0.0018 0.57 
 
DEP DRS binary 1.29 1.02 - 1.63 0.0334 0.56 
 









 1.71 1.65 – 1.78 <.0001 0.80 
CHESS  1.50 1.39 – 1.62 <.0001 0.62 
 
CHESS1 Recoded to 4 not 
5 categories 
 
1.62 1.41 – 1.87 <.0001 0.61 
SRI  14.32 12.38 – 16.58 <.0001 0.77 
 
Bathing  2.21 2.10 – 2.32 <.0001 0.81 
 
Hygiene  1.82 1.66 – 1.99 <.0001 0.67 
 
Isolation  0.66 0.62 – 0.70 <.0001 0.65 
 
Lonely  0.48 0.41 – 0.56 <.0001 0.56 
 
Decline ADL decline 5.15 4.18 – 6.34 <.0001 0.65 
 
Falls  2.38 2.04 – 2.78 <.0001 0.60 
 
SR health  0.36 0.31 – 0.41 <.0001 0.57 
 




 1.02 1.01 – 1.04 0.0003 0.53 
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Table 23 Estimated Odds Ratios for being a home care client (versus a Community 
Support Agency client) 
  




























0= no decline 
1=decline 
 
















SR Health 1= self-report poor 
health 
 
0= do not self-report 
poor health 
 
1.08(0.16) 2.96 (2.16 – 4.04) p <.0001 0.57 
Loneliness 0 = not lonely 
1=lonely 
 
-0.62(0.09) 0.53 (0.45 – 0.64) p <.0001 0.56 
Live 0 = alone 
1= with others 
 
0.69(0.08) 2.00 (1.70 – 2.36) p <.0001 0.64 
*The values reported in the table reflect the c statistic for bivariate logistic regression  
 
models. For the full multivariate model c=0.85. 
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A second logistic regression equation predicating the likelihood of being a light care CCAC 
home care client (versus a CHA client) is shown in Table 24.  The final c statistic for the model is 
0.70. With whom the client lived is no longer significant and was dropped form the equation. The 
point estimates are much lower for this equation than for the first equation predicting being a CHA 
or HC client (see Table 23); however, the same pattern is observed such that age and gender remain 
non-significant and self-reliance, ADL decline, having more falls, self reporting to be in poor health 
and not reporting being lonely make one more likely to be receiving CCAC home care support (LC 
home support specifically).   
 A third logistic regression model predicting the likelihood of being a light care CCAC client 
(versus a CHA client who does not access supportive housing services) shows a similar pattern of 
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Table 24  Estimated Odds Ratios for being a light-care home care client (versus a 
Community Support Agency client) 
 
 


























0= no decline 
1=decline 
 















SR Health 1= self-report poor 
health 
 
0= do not self-report 
poor health 
 
0.93(0.16) 2.55(1.86-3.50) p<.0001 0.54 
Loneliness 0 = not lonely 
1=lonely 
 
-0.69(0.09) 0.50(0.42-0.60) p<.0001 0.55 
* The values reported in the table reflect the c statistic for bivariate logistic regression  
 
models. For the full multivariate model c=0.70. 
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Table 25 Estimated Odds Ratios for being a light-care home care client (versus a 
















































SR Health 1= self-report poor 
health 
 
0= do not self-report 
poor health 
 
0.75(0.19) 2.11(1.45-3.06) p<.0001 0.54 
Loneliness 0 = not lonely 
1=lonely 
 
-0.63(0.11) 0.53(0.43-0.66) p<.0001 0.55 
*The values reported in the table reflect the c statistic for bivariate logistic regression  
 










Home care is an important aspect of the Canadian health care system. Romanow (2002) 
refers to home care as the “next essential service” and states that it is among the fastest growing parts 
of the Canadian health care system. The Canadian population is aging and by 2041 there are 
expected to be nine million seniors in Canada making up 25% of the total population, with those 
aged 85 and older being the fastest growing segment (Health Canada, 2001).  There is desire on the 
part of the elderly to remain living at home for as long as possible.  As the population ages, there will 
be more elderly people requiring care in order to remain living at home. Many will only require 
light-care type services as a result of a chronic condition or minor cognitive or functional 
impairment. However, without these light-care services, many may end up institutionalized, 
ultimately decreasing the quality of life for a significant proportion of Canadians.   
With the large increase in the number of elderly people in the population, it has become 
necessary to re-evaluate our best care practices.  There are less hospital beds available, people being 
released from hospital “quicker and sicker”, advances in technology allowing people to be cared for 
at home and desires on the part of our elderly to remain living at home(Coyte & McKeever, 2001; 
Levine, 2003). The informal support network currently provides as much as 80% of care to the 
elderly; however, as adult children (mostly adult daughters) move farther from their aging parents, 
work full-time and have families of their own, there may be less of this type of support available.   
Community Care Access Centers (CCACs) in Ontario act as a single point of entry to 
services for those in need of home care, admission to long term care facilities, or information about 
other community support services available in Ontario. The three main functions of home care are: to 
act in place of acute care when people are released from hospital sooner than they might have been 
in the past; act in place of long term care facilities allowing people to be cared for at home; and to 
maintain people in their own homes delaying deterioration and avoiding institutionalization 
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(MacAdam, 2004). CCACs provide services to a wide variety of clients including adults and children 
living with disabilities and elderly people requiring care.  
Romanow (2002) states that defining all services provided through the home care system as 
“medically necessary” under the Canada Health Act, would be too costly and that priority should be  
given to those people receiving home care services due to a mental health condition, those who have 
been recently released from hospital and those receiving palliative services. However, there are many 
elderly people who desire to remain living in their own homes who do not fit Romanow’s 
“priorities”. Many require basic services such as assistance with bathing, transportation, or meal 
preparation in order to remain living in their own homes.   
An elderly individual who does not have family support and requires services to remain 
living at home, but it not eligible for home care services through a CCAC, may access services in 
Ontario through a number of community support agencies. However, these agencies vary widely in 
term of the services they provide and the cost to the consumer. Some examples include prepared 
meal delivery, supportive housing, and housekeeping or transportation services.  
This paper explored the demographics and characteristics of those receiving home care 
services through a CCAC (both those with light-care needs and others) as well as those who receive 
services through a CSA in Ontario.  It explored the types of formal services provided by CCACs, as 
well as the services provided by the informal support network, recognizing caregiver stress and 
burnout.  Comparisons were made across time to observe changes to the make up of clients served 
by the Ontario home care system between 1998- 2005 on a backdrop of policy changes (e.g., Ontario 
Regulation 386/99, Ontario Ministry of Health and Long Term Care, 1994). International 
comparisons using RAI-Home Care data were made for the purposes of benchmarking. Lastly, 
logistic regression was used to predict the likelihood of being a CCAC home care client compared 
with a community support agency client based on a number of prediction variables.  
This paper will contributed to the limited literature on elderly people with light-care needs. 
As the Canadian population ages, we are faced with an increasing number of people who will require 
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services in order to remain living in their own homes. It is important to make evidence based 
decisions about who receives services (e.g., only those most impaired), who provides these services 
(e.g., CCAC, CSA, family) and how services will be funded.   
5.1 CCAC and CSA Clients 
     CCAC clients (both LC and NLC) look quiet similar to CSA clients in terms of 
demographics. The average client is about 83 year’s old, female, widowed and speaks English as 
their primary language. If living alone is a proxy for overall health, LC CCAC clients and CSA 
clients appear similar in overall health and ability to live alone while NLC clients are more impaired. 
Similarly a higher percentage of NLC client have Alzheimer’s disease and other forms of dementia 
as well as unsteady gait putting them at risk for falls and possible institutionalization due to injuries 
suffered from these fall.  
When predicting the likelihood of being a CCAC client (versus being a CSA client), being less 
self-reliant, experiencing decline in ADL, experiencing more falls, self-reporting one’s health to be 
poor and reporting less loneliness all make one more likely to be a CCAC client. A similar pattern is 
noted when predicting being a LC client versus a CHA client and when predicting being a LC client 
versus a CHA client who does not access supportive housing services. Being a CCAC client is 
associated with more impairment overall. However, overlap exists and these models do not predict 
with 100% accuracy whether an individual will be a CCAC client. 
It is still unclear who applies for CCAC services. CSA clients may be made up of those who 
applied for CCAC services and were rejected or alternatively, they may represent a group who has 
had enough informal support to meet their needs, a group who is unaware of the CCAC services 
available to them or a group who has the means to pay for just the services that they require and 
prefers to choose services for themselves rather than be assessed and assigned by a Case Manager 
from a CCAC.  
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 The difficulty with CSAs is that they vary widely in terms of the services they offer, their 
availability and their quality. They lack a uniform assessment instrument and therefore cannot 
communicate with other CSAs effectively. Many CSAs collect data on their clients but do not have 
the time or availability of research trained staff to know what to do with this information. Some CSA 
clients may be eligible for CCAC services but because the CSAs lack a uniform assessment 
instrument that shares the language of other healthcare agencies, it is difficult for them to accurately 
assess the needs of their clients.   
CCACs have the RAI HC which allows them to communicate effectively among each other as 
well as with other sectors of the health care system that also use an assessment that is part of the 
interRAI suit (e.g., MDS 2.0 for nursing homes in the USA). Without the wide-spread 
implementation of the interRAI CHA, CSAs risk their credibility as part of the health care system. 
Having a suite of instruments among the various health care settings in Ontario allows researchers 
and clinicians to investigate the differences between clients in these settings and which variables 
contribute to receipt of various services.   
 
5.2 Predicting CCAC service utilization 
The Self-Reliance Index is a particularly sensitive measure when it comes to distinguishing 
amongst those on the lighter end of care needs. The SRI separates those with a low risk for adverse 
outcomes (using the MAPLe algorithm) from those with mild or moderate risk.  Adverse outcomes 
may include caregiver burnout and/or long term care facility admission (Cormack, Varey & Voelker, 
2004). Not being self-reliant makes one much more likely to be receiving home care services 
through a CCAC. The SRI is a good measure of overall risk and it makes sense that a more impaired 
population (RAI HC) would be more at risk for adverse outcomes than one less impaired on average 
(interRAI CHA). The magnitude of the point estimate suggests that SRI status clearly distinguishes 
 90 
 
  Home Care in Ontario      
 
between CCAC and CSA clients. SRI remain an important variable in the second and third models as 
well, distinguishing between CCAC LC clients and both CSA and a subgroup of CSA clients.   
 Decline in ADLs puts a person at risk for institutionalization and may increase strain on 
informal support providers. The ADL decline item considers current ADL status compared with 
ADL status 90 days ago. A decline likely indicates worsening physical or cognitive state. ADL 
decline is associated with receipt of CCAC home care services suggesting these clients may not only 
be more impaired but may also be experiencing more decline.  
 Elderly people who fall risk serious injury (e.g., breaking a hip) or institutionalization and 
previous falls are predictive of possible future falls (interRAI, Health e training International, ΛIS, 
2005). An increased number of falls is associated with receipt of CCAC home care services.   An 
elderly client may fall, be admitted to hospital for a short time and then released home with home 
care services. However, this scenario may be more indicative of a short stay home care client who 
receives services for fewer than 60 days while they recover from injury sustained from the fall and 
such clients would not appear in this data set because they would not receive a RAI HC assessment. 
What is more likely is that CCAC home care clients are more frail with less steady gait leading to 
more falls than are found in the CSA population.  
 Perceptions of one’s own health can be as important as one’s actual health (Mossey & 
Shapiro, 1982). Self-reporting health as being poor is associated with CCAC home care services. 
This may reflect actual health status being poorer overall compared with those found in the CHA 
population; or may reflect CCAC home care clients feeling more impaired because they are in 
receipt of home care services. Also, the RAI HC self-report health question reads “Client feels he/she 
has poor health (when asked)” while the interRAI CHA question reads “In general how would you 
rate your health”. It is possible that asking this somewhat subjective question in these two different 
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  Loneliness is a subjective feeling that may or may not reflect the reality of how much time a 
person spends alone during the day. Not feeling lonely is associated with receipt of services through 
a CCAC. This may reflect CCAC clients being more impaired than CSA clients and requiring 
assistance from more people for more time in a day and therefore finding themselves regularly 
surrounded by people. Living with others is associated with being a CCAC home care client.  CCAC 
clients are more impaired than CSA clients and are less likely to be able to live alone because they 
require assistance from others to accomplish basic life tasks.  
 These logistic models demonstrate that CCAC, LC CCAC and CSA clients are at least to 
some degree different from each other in a number of relevant domains. As model one demonstrates, 
with an overall c statistic of 0.85, CCAC client are more impaired than CSA clients overall. 
Similarly, model two demonstrates that even LC CCAC client differ from CSA client. The same is 
true in model three for a sub sample of CHA clients who do not utilize supportive housing services. 
They too differ from LC CCAC clients on these variables. One critical variable that may be missing 
from these models is informal support. The interRAI CHA does not provide substantial information 
on informal support and therefore could not be entered into the model. Ability to pay for services 
may also be an important consideration but it not inquired about on either assessment instrument. It 
is important to attempt to predict the likelihood of being a CCAC client in order to understand what 
variables differentiate a heavier needs clients from a lighter needs client.  
 
5.3 Implications of cutting services to light care clients   
Romanow (2002) recognizes the important role of the family in caring for those in need. 
Informal care is unpaid care provided by family, friends, neighbors and others. It has been suggested 
that clients with lighter-care needs should be cared for by family members/friends, leaving the 
formal home care system with the means to provide services to more medically complex patients 
(Anderson & Parent, 2000).  
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Informal caregiving continues to be a gendered activity and with adult daughters being 
increasingly occupied with their own careers and young families or living farther away from their 
aging parents, the reality is that there are less informal caregivers available to provide care to light-
care elderly. Limitations in informal support can be a risk factor for nursing home admission (McFall 
& Miller, 1992). Home care services may be put in place to support both the client and the informal 
support caregiver.  Obtaining a better understanding of the characteristics of informal support 
providers, the types of support they provide and their feeling about providing support, may assist 
with evidence based decision making as our population ages and we have more people requiring 
informal support and less people available to provide it.  
Primary caregivers tend to be a spouse who lives with the client if the client is married; 
otherwise an adult child who does not live with the client. Secondary caregivers are often the adult 
child and do not live with the client in the majority of cases. IADL is provided by the majority of 
informal support caregivers to both LC and NLC clients; ADL support is provided less often. IADL 
support may be easier to provide since it can easily be incorporated into a caregiver’s own schedule 
(e.g., shopping) and may have always been part of the caregivers’ role (e.g., meal preparation). 
ADLs, however, can be much more intrusive (e.g., toileting assistance) and may not be required as 
often in a home care population.  
Caring for an aging family member or friend can be a stressful task. The RAI HC inquires 
about a number of possible sources of distress.  Although caring for a NLC clients may be more 
stressful than caring or a LC client, both report distress rarely. The reason for this may be that they 
are under-reporting distress due to concern that the elderly family member/friend may overhear this 
or somehow become aware of their feelings.   
Ontario is providing home care services to an increasingly impaired population as was 
shown in this research, but some lighter care clients still receive services. CCACs do not make 
eligibility decisions based on the MAPLe algorithm which this study used to define light care clients. 
Light-care clients are a heterogeneous group that varies in terms of impairment but also in terms of 
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the availability of informal support, financial situations and risk of deterioration. To cut all LC 
clients from CCAC services as a group would be a mistake that could put undo stress on the informal 
network. The current research already shows an increase in caregiver stress after the budget cut that 
reduced the percentage of LC clients in the CCAC system.  Cuts in the CCAC system would likely 
also result in the CSA being accessed more often. CSAs may not be ready for such drastic change 
until they improve their quality of care beginning with their methods of assessment. Ontario should 
not target all LC clients to be cut from services. Each client needs to be individually assessed for 
CCAC eligibility and if deemed ineligible should be referred to CSA as an alternative and a way to 
assist their family network.  
 
5.4 Targeting Services and the effects of budget cuts 
Targeting services in a time of dwindling resources due to an aging population is a 
challenging and controversial task. The literature provides a number of suggestions on how best to 
define need; a system is needed that helps providers of services to decide how to prioritize. 
Bebbington and Davies (1993), discuss targeting of home care services in terms of Horizontal Target 
Efficiency (HTE) and Vertical Target Efficiency (VTE). Target efficiency is a type of quality check 
of the health care system. Poor HTE would suggest a health care system that has many people in 
need (such as an aging population) but that does not provide services to enough of those people. This 
could be a result of simply not having enough resources to go around, or could point to a system that 
is overly inclusive in who they define as being in need. A poor VTE in a health care system may 
suggest that too many people are receiving services and that a percentage of them do not truly 
require these services. Before the 2001 budget cuts in Ontario, VTE was arguable poor and CCAC 
services were being provided to clients who had minimal impairment. Chernew and colleagues 
(2001) suggests a more continuous approach to defining need and suggests that home care clients 
should be assessed in terms of risk of various adverse outcomes and the degree to which home care 
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services have the potential to limit these risks. This takes into account both impairment levels and 
potential for improvement.  
During the 1990s the Harris Government budget cuts led to a reevaluation of the home care 
system and how best to utilize limited resources. The Public Accountability Act (Government of 
Ontario, 2001), Ontario Regulation 386/99 (Ontario Ministry of Health and Long Term Care, 1994) 
and the summer of 2001 CCAC budget freeze, made targeting services to those most in need a 
necessity. In response to these strategies and others, CCACs of Ontario were left with a much-
reduced budget and responded by tightening eligibility criteria and cutting services to lighter-care 
clients. Whether these cuts took place immediately after the budget freeze took effect or whether 
they had been occurring slowly over time is hard to determine.  
This research showed that CCAC services are provided more often to NLC clients and more 
hours on average of services are also provided to NLC. Comparisons across time revealed a number 
of significant changes.  Significant increases were noted across time on the majority of outcome 
measures, indicating an increasingly impaired home care population receiving CCAC services across 
time due to those with lighter-care needs no longer being eligible for services. In particular, increases 
were noted across the summer 2001 budget cuts such that average score of home care clients on 
outcome measures were higher post cuts. It is difficult to observe major changes across time in 
outcome measure scores mainly because home care clients tend to show minimal impairment and 
therefore their scores on average are all relatively low.   
Not only did these cuts affect CCACs and the clients for whom they provided services, but 
cuts also had the potential to affect families who provide informal support. When a client is no 
longer eligible for CCAC services but still requires some care in order to remain living at home, the 
informal support network must step in. They may provide services themselves or assist their family 
member or friend in accessing CSA services. This can be time consuming and expensive.  
Despite CCAC services being provided to an increasing impaired population across time 
Ontario’s home care clients are neither the most nor the least impaired. In terms of benchmarking, it 
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appears that Canada provides home care services to a somewhat impaired population, more impaired 
compared to some countries and less impaired compared to others. A cluster of countries (France and 
Italy) provide services to a highly impaired population (high on CPS and ADL impairment) while the 
Nordic Country provide home care to a much lighter care population. Ontario falls somewhere in 
between these two clusters near the UK and Germany.  
 Post budget cuts services in Ontario appear to be targeted more towards higher needs clients, 
so the question remains as to what has happened to those cut from services. Livadiotakis, Gutman & 
Hollander (2003) conducted qualitative interviews with light care clients cut form services in British 
Columbia in the mid 1990s and found that some coped well and were able to access other services 
(paid for out of pocket) or rely on their informal network. Others reported feeling abandoned by the 
healthcare system.  
 No matter where the line is drawn between those in need and those not in need, mistakes will 
be made and some who truly needed services to remain living at home will be lost in the system 
while other who could have managed without home care will receive it. Careful targeting of services 
is a challenge we must face as our population ages; for example, using home care services as a 
preventive measures may no longer be feasible.  
 
5.5 Preventive Function of Home Care 
One of the three main functions of home care is to serve a preventive function for those who 
have health problems or functional impairments, who wish to remain living in their homes. The 
preventive function of home care is to delay deterioration and avoid institutionalization for as long as 
is feasible (MacAdam, 2004). However, making an argument for home care being a cost-effective 
alternative to institutionalization (Hollander and Chapell, 2000) is difficult when most clients 
receiving preventive home care are at such a low risk of institutionalization. Logistic regression 
models in this research predicted with some level of accuracy the likelihood of being a CCAC client 
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and the CHESS scale predicts with some accuracy the likelihood of deterioration; however, whether 
a person will be institutionalized if preventive home care is not put in place (or removed) is very 
difficult to predict. As the population of Ontario ages, providing preventive services to all seniors in 
case they deteriorate may become a less viable option. Monitoring is important but perhaps this 
already occurs through family members’ daily contact and through regular Doctor’s visits. Ontario 
may be better off to focus on primary preventive services that are population wide initiatives rather 
than on individuals. For example, population wide initiatives to increase exercise among the elderly, 
or decrease falls, or suggest breast cancer screening may be more effective than providing a home 
care worker to check in on individual seniors on a regular basis. 
 
5.6 International Comparisons 
For the purposes of benchmarking, Ontario RAI HC data were used to compare the 
characteristics of Ontario home care clients with home care client in 11 European countries, 
collected as part of the Aged in HOme Care Project (Carpenter, et al., 2004). RAI HC data for clients 
aged 65 or older were used for comparison purposes to match the age used in the Aged in HOme 
Care Project paper. 
In order to be able to compare variables such as cognition and ADL impairment across 
countries, it is important that countries are similar in terms of age and gender distribution, since these 
demographic variables may affect impairment. RAI HC data from Canada (Ontario) matches closely 
with data from the 11 European counties in terms of age and gender distribution.  
Percentage of home care clients who live alone may be an indicator of impairment level such 
that having a higher percentage of a country’s home care clients living alone may indicate a home 
care population with lighter-care needs. However, cultural differences may also be a part of the 
explanation; for example, family duty may dictate that an elderly relative remain living in their own 
home supported as much as possible by family members. A lot of variation exists among the 
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countries with some having almost all their clients living alone and some having almost none of their 
clients living alone. Canada appears to fall somewhere in the middle. It is not clear whether cultural 
differences or average client impairment levels are responsible for this range, but it is likely a 
combination of these factors.  
Canada is not the only country who has or ever will experience the difficulty of providing 
care to an aging population. Benchmarking can be a useful means by which we compare our policies 
with that of other countries in similar situation (i.e., aging), providing an opportunity to gain 
knowledge and improve using them as a standard by which was can judge ourselves. Who should 
receive home care services is a challenge all countries with an aging population and limited 
resources may face. These decisions form policies based on the unique cultural, social and 
economical values of each individual country. While Canada has its own uniqueness, it has much to 
gain from knowledge of how others tackled similar challenges. The use of the RAI HC across so 
many countries provides the opportunity for such comparisons.  
 
 
5.7 Benefits of the RAI HC and interRAI CHA Instruments 
interRAI is a not-for-profit international network of researchers and clinicians, who work to 
develop, implement and evaluate an integrated health information system. Development of the RAI 
1.0 for long term care facilities began in the early 90s and since then, interRAI has developed 12 
assessment instruments including the Resident Assessment Instrument for Home Care (RAI HC) and 
interRAI-Community Health Assessment (interRAI CHA). These instruments span the health care 
system including institutional settings, community settings, primary care and mental health.   These 
instruments provide a common language, theoretical basis, clinical emphasis, data collection method 
and some common core elements that allow care providers in different health care settings to 
communicate effectively with each other. The instruments meet high reliability and validity 
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standards and are continuously reevaluated by interRAI researchers. The instruments have a number 
of important applications. On an individual level, they provide relevant information to care providers 
in order to assist in developing care plans. They provide outcome measures on a number of relevant 
domains including cognition and functional impairment, which assist agencies in evaluating best care 
practices. They provide information on client case-mix for the purposes of funding and they provide 
an objective means of evaluating quality of care. Having the same instrument to evaluate clients in 
similar settings across the country provides continuity of health care and ultimately benefits clients, 
families, care providers, researchers and policy makers.   
Health care in Canada exists on a continuum with palliative services on one end and primary 
care services on the other; however, targeting of CCAC home care services to higher needs clients 
has resulted in a lighter-care population whose needs are not being met as part of this continuum. 
These clients often access services through CSAs. These agencies are numerous and vary 
substantially in terms of the services they provide, the populations they serve, and the quality of 
these services. Without an assessment instrument linking them to the rest of the health care system, 
they lack adequate information to fully address the needs of this population. These CSA will be 
providing many services to our aging population and it is of the utmost importance that we ensure 
that these services are of high standards and that CSAs are recognized as an important part of our 
health care system. These clients may have lighter care needs, but CSAs still require an assessment 
tool to assist in developing individual care plans, knowledge of the impairment levels of their clients 
in order to make informed decisions and a way to objectively measure the quality of care they are 
providing. In addition, some CSAs serve some clients with needs as great as or greater than the 
average CCAC client. This assessment instrument will provide the CSAs with the ability to 
effectively communicate with each other with other health care setting to provide the best care 
possible to our aging population. 
CSA currently use a wide variety of assessment instrument to make decisions about how 
best to care for their population. These instruments may or may not have been tested for validity and 
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reliability, and even if they are quality instruments, they vary so widely among so many different 
agencies that there is a disconnect between agencies that may be assisting the very same individuals. 
A common language is needed among CSA and between CSA and the CCAC system to increase 
communication and understanding and better serve our aging population. As the Canadian 
population ages it becomes even more important for the many sectors of the health care system to 
work together in order to provide the best evidence based care that they can.   
 
5.8 How Ontario should respond to these findings 
  Canada’s population is aging and decisions need to be made as to how we will provide care 
to our population. There are predicted to be less informal caregivers available to provide care in the 
future and more elderly living longer with chronic condition requiring support. Health care is no 
longer being thought of as care provided by a doctor in a hospital setting. Home care is a potentially 
cost-effective alternative to institutionalization (Hollander and Chappell, 2002). Romanow states that 
home care is the “next essential service” but that providing services to all home care clients is not 
viable and that priority should be given to some.   
It would be difficult for the Ontario healthcare system to monitor all seniors and therefore 
they must therefore rely on the informal support network. Already, the informal support network is 
estimated to provide as much as 80% of care provided to Ontario’s seniors. But caregiver burnout is 
a serious concern and family caregivers need to be supported whether this is financial support or 
support by other means. Technological advances also provide us with a way to support family 
caregivers. For example, 24 hour emergency services can be accessed by informal caregivers or 
clients from their homes. When formal care can be accessed easily in an emergency, daily care may 
be more easily provide within the family unit.  
While funding may only be available for those more highly impaired in the home care 
system, those with lighter care needs cannot be ignored. These clients may still suffer from chronic 
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condition, cognitive or functional impairments and may risk serious decline if their needs are not 
met. CSA have the potential to meet these needs and effort should be put into improving their quality 
and availability of these services including implementing the interRAI CHA assessment tool to 
increase ease of communication among the various health care sectors.  
Decisions on how best to target services should be evidence based. The MAPLe algorithm 
assigns clients to one of five levels (low to very high) based on a number of relevant domains and 
provides an indication of that client’s risk for adverse outcomes. These risks are based on a client’s 
cognitive status, their ability to perform ADL, a number of behaviours, and a measure of self-
reliance. Those with higher MAPLe scores are at higher risk for institutionalization and their 
caregivers are more likely to experience caregiver stress. The MAPLe is intended to be used by Case 
Managers to assist in prioritizing client placement. Those with higher MAPLe scores are more likely 
to require services urgently. The MAPLe should be used by the CCACs to make decisions about 
targeting of services. A client with a MAPLe score of 1 (low) is at low risk for institutionalization or 
for causing caregiver stress and may therefore be considered a lower priority for services than a 
client with a higher MAPLe score. If home care is intended to prevent institutionalization and to 
support informal caregivers, then clients who are at low risk for either of these situations arguably 
are less in need of home care services. The MAPLe is not intended to substitute for clinical 
judgment. Special circumstances may allow a client with a high score to remain living in the 
community while someone with a low score may require placement. The MAPLe should be used as a 
tool to aid Case Mangers in making evidence based targeting decisions.   
Finally, Ontario is not alone in these concerns; British Columbia also cut service to home 
care clients with light care needs and numerous countries have an aging population and will need to 
deal with these same issues. Benchmarking offers the opportunity to compare ourselves with others. 
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5.9 Future Research 
Future work should focus on implementing the interRAI CHA in CSA as one step towards 
increasing the quality and efficiency of agencies that will be providing so many types of services to 
our elderly. Research should investigate who applies for CCAC and CSA services in order to get a 
better understanding of the inter relationship between these two types of agencies and whether 
clients are applying to the “correct” service to suit their needs.  
Longitudinal CSA data is currently being collected in Ontario as part of the interRAI CHA 
pilot. This data set will provide the opportunity to investigate functional change in CSA clients 
across time. With wider implementation of a CSA assessment instrument may come the opportunity 
to make international comparisons and benchmark Canadian practices.  
Supporting the informal support network should be a priority since they provide more care to 
the elderly than the formal health care system. We should take advantage of the advances in 
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6.0 LIMITATIONS  
 
The interRAI CHA does not provide information on whether an elderly individual currently 
receiving service through a CSA applied for services through a CCAC and was deemed ineligible or 
whether for some reason, they never applied through the CCAC system. Therefore, the logistic 
regression equation used to predict receipt of services through a CCAC, excludes this potentially 
significant variable; receipt of CCAC services may to some degree be explained by whether one 
applied for them in the first place.   The interRAI CHA is a shorter instrument than the RAI HC and 
therefore provides less comprehensive information on certain variables (e.g., functional impairment 
in ADL and the informal support network). This makes it difficult to use logistic regression to 
predict with certainly, the likelihood of receiving CCAC services as a function of impairment in a 
number of domains.  
More information on ADLs would be useful for the purposes of calculating the ADL 
hierarchy and being able to make comparisons between CSA and CCAC clients on ADL. However, 
CSA clients would likely have very low ADL hierarchy scores on average. Similarly, information on 
informal support is minimal on the interRAI CHA because little informal support is needed for a 
population with such minor impairment levels. Therefore, the assessment burden would not justify 
the collection of this extra data.  While research is important, the needs of clinicians and the data 
they require to make care plans for clients also needs to be considered. Furthermore, clients with 
minor impairments may become frustrated and be unwilling to answer a long list of questions on an 
assessment instrument that they feel is not applicable to their situation and needs.  
The RAI HC was mandated in 2001 for use in all CCACs in Ontario for those clients 
expected to be on services for 60 days or more and therefore provides us with census-like data; the 
interRAI CHA lacks this advantage. Data collected using the interRAI CHA provides a much smaller 
sample size and is less representative than the RAI HC. Not all CSA sites participated and those sites 
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who did participate were responsible for selecting which clients would be assessed (within the 
project imposed restrictions) and therefore biases (e.g., selection bias) may have been introduced 
making results more difficult to generalize.  
 Prior to 2001, the RAI HC was not in full circulation. The RAI-HIP study piloted the RAI 
HC in 12 CCAC in Ontario from 1999 to March 2001, at which time only the region of Waterloo 
CCACs continued its use. Therefore, when considering outcome measure scores across time, the data 
being used are from the region of Waterloo and are not necessarily representative of Ontario as a 
whole.  Also, after the use of the RAI HC was mandated, it took some time for all CCACs to adopt 
its use.  
It is difficult to know exactly when CCACs began limiting services to those with light-care 
needs.  The budget was frozen at the 2000/2001 level in May of 2001, but the fiscal year began in 
July of 2001. Prior to this time (in the 90s) many cuts were being made in the health care sector.  
Therefore, significant change in mean impairment levels across time may reflect numerous policy 
changes that took place in this 5 year span, including the 2001 CCAC budget freeze. 
 Comparing one’s own performance to that of others can be a strong driving force for 
improvement. Benchmarking, which can be loosely defined as:  “a standard by which something can 
be measured or judged” (online dictionary), may be utilized for the purposes of identifying and 
implementing best practices. Dolowitz and Marsh (2000), caution about the use of benchmarking for 
uniformed, incomplete or inappropriate transfer of policies between countries, which may lead to 
failure of the policy in the adopting country.  Uniformed transfer may occur if there is a lack of 
knowledge about the ways in which the policy operates in the country of comparison. Incomplete 
transfer may occur if a policy is transferred to a new country without recognition of possible 
elements that made it a success in the originating country. Inappropriate transfer may occur if the 
social, political or economic differences between countries are not sufficiently considered.   
 Therefore, when using international data collected as part of the Aged in Home Care project 
(Carpenter et al., 2004) for the purposes of  benchmarking Canadian home care policy, it is 
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important to consider these limitations and recognize that direct policy comparisons cannot be made 
without a more in-depth knowledge of the workings of these countries.  
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8.1 Appendix A Defining homemaking and personal support services 
 
 
Ontario Ministry of Health and Long Term Care Act, 1994 
 
 








• Paying Bills 
• Planning menus 
• Preparing meals 
• Caring for children 
• Assisting person with any of the activities referred to in paragraphs 1-10 
• Training a person to carry out or assist with any of the activities referred to in paragraphs 1-
10 
• Providing prescribed equipment, supplies or other goods.  
• Services prescribed as homemaking services  
 
2.(6) For the purposes of this act, the following are personal support services 
 
• Personal hygiene activities 
• Routine personal activities of living 
• Assisting a person with any of the activities referred to in paragraphs 1 and 2 
• Training a person to carry out or assist with any of the activities referred to in paragraphs 1 
and 2 
• Providing prescribed equipment, supplies or other goods.  
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Residency: landed immigrant or a Canadian citizen. Minimum of 12-month residency for 
intermediate care level clients and minimum 3-month residency for extended care clients to 
access home support, residential care, respite services, adult day centers. Access to Home 
Support Services: client has presence of a chronic illness for a minimum of 3 months. Access 
to Direct Care Services of community nurses requires a physician's order as part of hospital 
discharge. Hospital liaison staff may be employed by health authorities to facilitate discharge. 
Community home care nurses may make an assessment visit without a physician order. 
 
ALTA. Residency: Inter-provincial agreements exist for residents of British Columbia and 
Saskatchewan living in certain communities bordering on Alberta.  
Client does not require 24-hour services provision. 
 
SASK. Residency: Inter-provincial agreements exist for residents of Manitoba and Alberta living in 
certain communities bordering on Saskatchewan. 
 
MAN. All residents of Manitoba across the life span may access home care for assessment for 
eligibility for home care services. Anyone may refer a client to the Manitoba Home Care 
Program for assessment for eligibility.  
 
 
ONT. Residency:  
Eligible if living in the area of a CCAC  
Eligible for professional services if needs are not met by a hospital outpatient service.  
Eligible for homemaking and personal care if there is a need for assistance with personal care 
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Non-residents: pay full cost or are referred to private sector.  
Clients must use coverage from other public programs if applicable. 
Definition of home : According to Ministry of Health and Social Services policy, home 
includes private long-term residential care facilities and also résidence d’accueil or foster 
home arrangements where supplementary services may be required. 
 
N.B. Specific criteria established for some service. 
Extra-Mural Program: Physician referral except for rehabilitation.  
Services are needed from one of the health professionals employed by the EMP (long- or 
short-term).  
Drugs covered if no private insurance.  
Long Term Program: Home support and long-term residential care.  
Health care if needed. 
 
P.E.I. Clients must be medically stable Non-residents pay the full cost of services excluding 
administrative costs 
 
N.S. Specific criteria for each level of service 
 
NFLD. Available to all residents of Newfoundland, based on assessed need 
 
N.W.T. Permanent residents of the Northwest Territories; Care needs that cannot be met by the 
family; Care services provided subject to availability in the community  
 
Y.T. Criteria for admission to program:- physical and mental disabilities- acute care needs - 
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Income test considers net income after taxes. 
Clients receiving income benefits are not 








User charge of $5.00 per hour for 
homemaking, up to a maximum of $300 per 
month. Income test considers net income and 
family size. Fee is waived for clients 




SASK. All clients charged flat rate of $5.75 per unit 
for 10 ten units. After first 10 units, a rate per 
unit and a maximum monthly charge is 
calculated based on net income. The 
maximum unit cost is $6.20/unit and the 





Home Care Program provides homemaking 
services only to clients who are unable to 
access services from the community and 





No charge for services provided through 
home care plan, however, there is a “Financial 
Assistance Program for Domestic Help 
Services” provided by recognized “domestic 
help businesses”. The financial assistance 
ranges from $4.00 to $10.00 per hour of 
service. The 
client pays the difference between the rate 
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No charge for Extra-Mural Program, but there 
is an income and assets test for long-term 
assistance. Family pays the full cost of 
service, unless a financial assessment is 
completed to determine a family contribution. 
The family’s assessed monthly contribution 
and any private insurance benefits must first 
be applied to the cost of service before the 






N.S. Fees for home support and personal care 
services assessed on a sliding scale that 
considers income and family size. Individuals 
who have low incomes as per the Canada 
Assistance Plan guidelines are not required to 





Clients are assessed for ability to pay for 
homemaking, personal care, meals and 






No provincial home care legislation. Subsidy 
towards the cost of homemaking and personal 
support services is provided through local 
Health and Community Services Boards, 
















From: OACCAC,2001  ( from information provided by the Provincial and Territorial Home Care 
Programs: A Synthesis for Canada, 1999)  
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From: interRAI website: http://interrai.org/applications/maple_diagram.pdf 
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RAI HC Residential Assessment Instrument –Home Care 
(MDS HC plus the CAPS) 
 
MDS HC Minimum Data Set – Home Care  
 
CAPS Clinical Assessment Protocols (embedded in the RAI HC) 
 
MDS 2.0 Minimum Data Set (Nursing Home instrument from which RAI HC was 
developed) 
 
interRAI CHA Residential Assessment Instrument – Community Health Assessment (part 
of the new suite of interRAI instruments being developed)  
 
CCAC Community Care Access Centre 
 
OACCAC Ontario Association of Community Care Access Centres 
 
CSA Community Support Agency 
 
interRAI Group of International researchers (www.interrai.org) 
 
CPS Cognitive Performance Scale 
 
IADL Instrumental Activities of Daily Living 
 
ADL Activities of Daily Living 
 
DRS Depression Rating Scale 
 
SRI Self-Reliance Index 
 
Maple Method of Applying Priority Levels (used to define light-care) 
 
CHESS Changes in Health, End-stage disease and Sign and Symptoms 
 
Informal care Care provided by family/friends/neighbours 
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